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THROMBOPHLEBITIS AND ITS PULMONARY COMPLICATIONS* 
Lewis A. Conner, M.D.+ 


NEW YORK CITY 


|= presentation before this assembly of a 
paper bearing the above title must seem to 
you very much like carrying coals to Newcastle, 
in view of the very important contributions made 
to that subject by a distinguished member of your 
own body, Dr. John Homans. These contribu- 
tions have been marked by a clarity and sane- 
ness that have set them quite apart from much 
of the voluminous literature that has gathered 
about this subject. * 


It seems somewhat strange that I should again, 
at this time, be discussing the perennial topic of 
thrombophlebitis, for most of my experience was 
gained, and my writing done, over a_ ten-year 
period beginning thirty-five years ago. That was 
a time when typhoid fever was still one of the 
great scourges of the country, and anyone in 
charge of an active medical hospital service had 
all too many opportunities to become familiar with 
thrombophlebitis as it was seen in that disease. 
Although I have, of course, seen many cases of 
venous thrombosis since that time, what I have to 
say is based largely on my experience in studying 
many hundreds of cases of typhoid fever during that 
period. Just how far the experiences with throm- 
bosis as a complication of typhoid fever can be car- 
ried over to other forms of thrombophlebitis is per- 
haps a question, but I have a strong conviction that, 
along with obvious differences, there are a good 
many resemblances between the picture of venous 
thrombosis as seen by the surgeons, the gynecolo- 
gists and the obstetricians, and that so commonly 
met with as a complication of typhoid fever. It 
is only because of that conviction that I venture 
to bring this subject before you today. 


First, a word must be said about terminology. 
I shall assume that the terms “thrombophlebitis” 
and “venous thrombosis” can be used interchange- 
ably, although obviously that should not be the 


*Presented at the New England Postgraduate Assembly, Cambridge, Massa- 
chusetts, October 31, 1939. 

+Professor of clinical. medicine, Cornell University Medical College: 
consulting physician, New York Hospital, New York City. 


case; they should have a quite different connota- 
tion; but the difficulties of making a sharp dis- 
tinction between the two conditions are so great 
as to be almost insuperable. Many cases which 
seem to begin as a pure thrombosis, with no evi- 
dences of inflammation of the vein wall, later, 
somewhere along the course of the vein, show 
unmistakable signs of phlebitis and periphlebitis. 
Again, there may be the frank signs of phlegmasia 
alba dolens in one leg, with extensive signs of 
periphlebitis, while later in the other leg the evi- 
dences of thrombosis may appear without any 
of the usual signs of inflammation. 

Before attempting to discuss the clinical aspects 
of venous thrombosis, and more especially the 
preventive aspects, which have for us by far the 
greater interest, it is necessary that we have a 
clear understanding of the structure and mode of 
formation of such thrombi, and so at the risk of 
being tedious I must review some of the more 
essential of the known facts. 

If a typical completed thrombus, such, for ex- 
ample, as is found in the femoral vein, be ex- 
amined macroscopically, it is seen to be a cylindri- 
cal plug, often many centimeters in length, which 
has been likened in appearance to a serpent. The 
short proximal portion or head is of white or 
grayish color, and has a somewhat conical ex- 
tremity; the intermediate portion or neck is of 
mixed whitish and red color, whereas the most 
distal portion or tail is a deep red and has the 
appearance of a postmortem clot. This red tail 
usually makes up much the largest part of the 
thrombus. It has long been firmly established 
that the head or white portion of the thrombus 
represents its primary and essential part, and that 
the red terminal portion is secondary and, as it 
were. purely incidental. The structure of the 
white thrombus is therefore of special interest. 

Without attempting a detailed description, it 
may be said that this primary part of the thrombus 
is composed almost wholly of blood platelets, or 
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thrombocytes, which have been deposited on the 
vein wall by the flowing blood, and have been 
built up into a complicated structure resembling 
the intricate branching of coral, until gradually 
the vein lumen has become occluded. 

In the interstices of this structure of platelets 
are to be found leukocytes and a few red cells, 
but fibrin, the characteristic element of blood co- 
agulation, is almost wholly lacking. When this 
white thrombus has occluded the vein and blood 
has ceased to flow, there is then formed behind 
it the red, coagulated mass which makes up the 
tail. The platelet thrombus is firmly cemented to 
the vein wall by a process of agglutination, where- 
as the friable red thrombus has little or no such 
attachment. 

These distinctions between the primary process 
of thrombosis and the secondary one of blood co- 
agulation behind the thrombus are vital to an 
understanding of the subject. 

This simple form of completed thrombus, how- 
ever, is by no means the only one. In many cases 
—in most cases, perhaps—there is continued 
propagation of the thrombus centrally by repeated 
deposits of masses of agglutinated platelets, with in- 
tervening areas of red clot. When, as is usual, the 
proximal end of the thrombus is formed by the 
firmly adherent platelet thrombus, the chances of a 
large pulmonary embolus are small, but when in 
the stagnant blood between the proximal end of 
the thrombus and the next entering branch above 
a loose and fragile red clot is formed, this may ex- 
tend for some distance into the blood stream above 
the entering branch, and be broken away and 
carried into the pulmonary arteries. Homans? be- 
lieves these propagated red clots to be the source 
of most of the fatal pulmonary emboli. 

I shall not burden you with a detailed consid- 
eration of the various causes of thrombosis. These 
have recently been discussed by Homans’ with 
commendable clearness and conciseness. It is 
unquestionably true, as Aschoff said long ago, 
that thrombosis is “the function of a number of 
variables.” Variations in blood flow, both gen- 
eral and local, changes in the composition of the 
blood and changes in the vein wall all doubtless 
play their part, although in varying degrees of 
importance. 

With respect to the first of these sets of causes, 
variations in blood flow, I am strongly of the 
opinion that the general slowing of the blood cur- 
rent, as seen in many diseases of the heart, is a 
far less important factor in producing venous 
thrombosis than are the local disturbances of 
blood flow in the veins themselves. The beautiful 
experimental work of Aschoff and ‘his associates” 
has shown the importance of eddies and aberrant 


currents in the veins in determining the sites at 
which the deposition of platelets begins, and such 
eddies and aberrant currents, when associated with 
local slowing of the venous blued stream, as the 
result of long-continued recumbent posture, ab- 
sence of muscular contraction and perhaps pres- 
sure upon the veins from any one of several 
causes, seem to me to constitute the important 
causal factors in most of the thromboses which 
form in the veins of the lower extremities. 

The role played by changes in the composition 
of the blood is still obscure, in spite of the vasi 
amount of study that has been given to such 
changes. Dehydration, from any of the many 
possible causes, is perhaps the one most likely to 
be significant and the one most easily understood. 
Of late, much stress has been laid on the impor- 
tance of an increase in the tendency to coagulation 
among the factors predisposing to venous throm- 
bosis, and clinical means for measuring that in- 
creased tendency have been devised"; but the sig- 
nificance of an increase in the coagulability of 
the blood as a predisposing cause can hardly be 
looked upon as fully established, and there seem 
to be such theoretical difficulties in accepting that 
view that I believe we should still exercise some 
reserve concerning it. 

It would seem plausible to expect that an in- 
crease in the number of blood platelets in the 
circulating blood might well predispose to venous 
thrombosis, but no such relation between an in- 
crease in the platelets and a tendency to throm- 
bosis has ever been found. 

It is obvious that in many cases changes in the 
vein wall from trauma or infection must be of 
paramount importance among the factors leading 
to thrombosis. Homans* has made the impor- 
tant suggestion that in the characteristic and severe 
form of phlegmasia alba dolens which compli- 
cates childbirth and infections within the pelvis, 
the involvement of the femoroiliac vein may re- 
sult from infection along the lymphatics from the 
pelvis, with first a lymphangitis about the femoral 
vessels and only secondarily an involvement of 
the vein itself. However, among the large group 
of medical forms of thrombosis it is difficult to 
see how changes in the vein wall can play any- 
thing but a very minor etiologic role. 

Turning now to my experiences with venous 
thrombosis in typhoid fever,® this complication was 
found to occur so frequently among the typhoid 
patients at the New York Hospital as to attract 
the attention of everyone on the medical service. 
It was then found that, by careful daily examina- 
tion of the lower extremities of every typhoid 
patient throughout the course of his disease, it was 
possible to recognize a beginning thrombosis, often 
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many days before the classic symptoms of femoral 
thrombophlebitis appeared, and to recognize also 
many minor forms of thrombosis that never at any 
time developed the picture of phlegmasia alba 
dolens. It soon became quite apparent that the 
usual statistical figures for the complication of 
venous thrombosis in typhoid fever, 2 or 3. per 
-ent, were far too low, and that the true incidence 
of the complication was probably not less than 10 
per cent. 

This daily routine examination of the legs of 
the typhoid patients revealed that almost invaria- 
bly the thrombotic process began somewhere be- 
low the knee. Most frequently the first signs ap- 
peared deep in one or both calves, with pain or 
soreness on stretching of the calf muscles, a 
small area of tenderness, with or without indura- 
tion, or slight localized edematous swelling. Much 
less frequently the signs first appeared in the 
foot, with tenderness and_ perhaps induration, 
either about the heel or deep in the sole. Often 
these signs were so equivocal that it was impossi- 
ble to be sure that they indicated a thrombosis until 
more characteristic signs appeared either in the 
leg or thigh. One striking feature of the small, 
early thromboses of the legs—a feature which 
seems to mark most forms of venous thrombosis — 
was the rarity with which the subcutaneous veins 
became involved. Aside from a few cases in which 
the long saphenous vein became affected, the 
process was confined almost exclusively to the 
deep veins. 

The progress of the clinical signs of most of 
these thromboses was upward, the first signs ap- 
pearing in the calf or foot, later with the signs 
indicating the involvement of the popliteal vein, 
and finally with the signs of a full-blown phleg- 
masia alba dolens, affecting the femoral vein alone 
or the femoral and iliac veins. Not all cases, how- 
ever, showed this tendency toward upward exten- 
sion of the thrombosis to the femoral vein. In a 
considerable number the process seemed to confine 
itself entirely to the veins in the lower leg. Only 
rarely did signs of femoral thrombophlebitis ap- 
pear as the first evidence of thrombosis. Another 
point of interest relates to the occurrence of exten- 
sive periphlebitic inflammation. When this was 
found it seemed always to be the final phase of the 
process of thrombosis, and one got the impression 
(it never was more than an impression) that pro- 
nounced periphlebitic inflammation and induration 
occurred only after the vein had become complete- 
ly occluded. 

The time interval between the first signs of 
thrombosis in the calf or foot and the frank signs 
of femoral thrombophlebitis varied greatly; it 
might be only two or three days but it might, on 


THROMBOPHLEBITIS — CONNER 


127 


the other hand, be as long as three or four weeks. 

Marked edematous swelling of the thigh and 
leg was by no means a very common symptom, 
even when the signs indicated the involvement of 
the femoral vein, and when present such swelling 
appeared usually only in connection with pro- 
nounced signs of phlebitis and periphlebitis. 

In studying the symptom of fever in the cases 
of thrombophlebitis complicating typhoid fever, 
there were certain obvious difficulties. Often the fe- 
ver of the disease itself had not altogether subsided 
before the signs of thrombosis appeared, and there 
was besides the possibility that any existing fever 
might be caused either by a relapse or by some 
other complication. However, it was found after 
the study of a great many temperature charts that 
the fever curve in uncomplicated typhoid fever had 
a very characteristic and uniform type; and even 
though it varied widely in its duration and height, 
the same was true also for the relapses. No mat- 
ter whether they were mild or severe, they showed 
the same periods of gradual ascent, of continuous 
elevation and of gradual decline. 

When the temperature charts of the cases com- 
nlicated by venous thrombosis were studied, it was 
found that some post-typhoid febrile movement 
was present in almost all the cases. In a majority 
of the cases the temperature rose with the appear- 
ance of the signs of thrombophlebitis in a large 
vein. Often, however. the fever began several 
days or even longer before any of the usual signs 
of thrombosis had appeared. The height of the 
fever, as well as its duration and its time of ap- 
pearance, showed every possible variation. In a 
number of the cases there was fever for some days 
preceding the appearance of the signs of throm- 
bosis, but none afterward. In others the temper- 
ature rose only after the thrombosis had been 
manifest for several days. In a good many of 
the cases, after the period of typhoid defervescence 
had become nearly or quite complete, the tempera- 
ture would rise again and then run a long and 
irregular course, in the midst of which, at some 
time, appeared the signs of thrombosis. 

It is my hope that the above-mentioned facts 
concerning the clinical picture of venous throm- 
bosis as it appears in typhoid fever may, to some 
extent at least, be applicable to venous thrombosis 
as it is seen by surgeons and obstetricians. 

I come now to two bizarre symptoms which in 
the study of 1540 cases of typhoid fever were found 
to be so frequently associated with the signs of ve- 
nous thrombosis that one could not but feel that the 
relation must be something more than a purely 
fortuitous one.” They are mentioned here on the 
chance that rarely, perhaps, they may be en- 
countered in other forms of thrombophlebitis. 1 
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refer to the symptoms known as “post-typhoid 
chills” and “tender toes.” 

One of the less common but well-recognized 
complications or sequels of typhoid fever was the 
obscure, multiple chills which occasionally marked 
the period of convalescence. Such abrupt rises 
of temperature and rigors might occur almost daily 
for two or three weeks without obvious cause, 
either at the time or afterward. They were usu- 
ally referred to as manifestations of “post-typhoid 
sepsis,” although there were no other evidences of 
sepsis and although their course was invariably 
benign. In the above series of typhoid-fever cases 
such obscure, late, multiple chills occurred in 20 
patients. In 16 of these there were well-marked 
signs of thrombophlebitis, and in every one of the 
4 cases in which no signs of thrombophlebitis were 
observed, there were pulmonary symptoms strongly 
suggestive of pulmonary embolism. These recur- 
ring chills bore no constant time relation to the 
appearance of the symptoms of venous thrombosis. 
Very often the chills occurred some days or even 
two or three weeks before the signs of thrombosis 
in the legs appeared. At other times the chills 
occurred simultaneously with the signs of throm- 
bosis. At times» the chills synchronized with the 
signs of pulmonary embolism, but frequently there 
was no such recognizable relation. Just what the 
significance is of these multiple chills I do not 
know, but that they have some relation to the 
process of venous thrombosis is, I think, beyond 
question. 

The obscure condition of painful and exquisitely 
tender toes has long been known as an occasional 
complication of typhoid fever, and appears late 
in the disease or during convalescence. It was 
commonly regarded as a neuritis of the plantar 
nerves, although in many cases the transient char- 
acter of the symptoms made it seem unlikely that 
an actual neuritis existed. 

In the series referred to, this complication oc- 
curred in 22 cases. In 12 (55 per cent) of these 
there was also the complication of thrombophlebitis 
of the legs. Of the 10 cases of tender toes in 
which venous thrombosis was not recognized, 
there were 7 which at the time of the tender 
toes showed an irregular and unaccountable post- 
typhoid febrile movement, and in 1 of the re- 
maining 3 cases there were the symptoms of pul- 
monary embolism. These facts are at least very 
suggestive of some connection between throm- 
bosis involving the legs and the mysterious symp- 
toms of tender toes. It is unlikely that throm- 
bosis and inflammation of the small veins of the 
foot should themselves produce the symptoms, but 
it seems reasonable to suppose that a thrombosis 
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of one or more veins about the heel and the sub- 
sequent periphlebitic inflammation might in some 
cases be sufficient to irritate, or even to cause in- 
flammation of, the plantar nerves which lie in suck 
close contact with the arteries and their venae 
comites. 

These features of the clinical course of venous 
thrombosis as seen in typhoid fever have been 
discussed at length only in the hope that they 
may throw some light on those forms of throm- 
bosis that are of such importance at the present 
time, for typhoid fever is now so rare that its 
complications hold little interest for us. 


The postoperative forms of thrombosis have 
always been regarded as being especially char- 
acterized by their tendency to run a latent and 
silent course. Whether that belief is justified, I 
do not know, but it seems to me possible that the 
careful daily examination of the lower extrem- 
ities of postoperative patients, from the time of 
their operation onward, might occasionally reveal 
evidences of early thrombosis in the calves or feet 
some days before a femoral thrombosis had de- 
clared itself by the occurrence of a fatal pulmonary 
embolism. I need hardly add that such examina- 
tions of the legs, if attempted, should be carried 
out with the utmost gentleness and caution. 

In view of the various other symptoms which 
were found so often associated with venous throm- 
bosis in typhoid fever, it seems possible too that the 
presence of a febrile movement for which there 
is no satisfactory explanation might, at times, fur- 
nish the correct clue. It is hardly necessary to 
say that any sudden pulmonary or pleural symp- 
toms, however soon they may appear after opera- 
tion or childbirth, should be looked upon with the 
utmost suspicion. Whether the two strange symp- 
toms of recurrent chills and tender toes, which 
seemed to bear some relation to venous thrombosis 
in the typhoid patients, ever have their counter- 
parts in the thrombophlebitis cases of the present 
day. I should be greatly interested to know. 

Thus far nothing has been said concerning what 
is after all the most important group of symptoms 
associated with thrombophlebitis: those related to 
the lungs. An analysis of the large series of ty- 
phoid cases referred to showed that in 88 cases 
there had been pulmonary or pleural complica- 
tions (exclusive of bronchitis), which in 25 cases 
were almost certainly not of an embolic nature. 
Of the remaining 63 cases it was believed that most 
if not all were those of pulmonary embolism, al- 
though in some of these cases no other evidence 
of venous thrombosis had been recognized. 

The custom of making a sharp distinction be- 
tween the type of massive embolism which usu- 
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ally results fatally and the far commoner type of 
minor embolism with infarction is, I think, fully 
justified. Among our typhoid patients such fatal 
attacks occurred only three times, and in each case 
only late in the course of the venous thrombosis, 
and only after there had been earlier mild at- 
tacks. On the other hand, the small embolic at- 
tacks were vastly commoner, were frequently 
multiple and occurred much earlier in the course 
of the thrombosis. In two thirds of the cases these 
embolic attacks occurred before any local signs of 
thrombophlebitis had appeared, the interval be- 
tween the two groups of symptoms being any- 
where between two or three days and two weeks 
or more. I° have supposed that these early and 
small emboli were derived from the freshly form- 
ing mural thrombus before the vein is occluded 
and while the blood is still flowing in it. That is 
the time when the thrombosis usually gives no 
local symptoms, and is the time also when one 
would naturally expect small clumps of aggluti- 
nated platelets to be washed away into the venous 
blood stream. Indeed, it is hard to understand 
how a gradually forming thrombus can avoid 
giving off such small and early emboli. These 
early embolic attacks, occurring before the lo- 
cal signs of thrombophlebitis, were described by 
Vaquez' almost half a century ago. 

The late, massive emboli I have always believed 
were the result of the dislodgment of a large por- 
tion of the completed thrombus, which for some 
reason had not become firmly fixed to the vein 
wall. It may well be, however, as Homans’ thinks, 
that many such emboli are due to a loosely at- 
tached red clot which has formed in advance of 
the platelet thrombus. Certainly when there are 
distinct evidences of phlebitis and _periphlebitis, 
the risk of detachment of the thrombosis seems 
very remote. Barker and Counseller® state that 
in a series of 116 fatal cases of embolism from post- 
operative thrombophlebitis the latter was recog- 
nized before death in only 5 cases. In 4 of these 
cases autopsy revealed that the thrombus was in- 
tact in the leg in which it had been recognized 
during life and that the fatal embolus had come 
from an unrecognized thrombus in the other leg. 

It is unnecessary to discuss at length the symp- 
toms of pulmonary embolism and_ infarction. 
Their severity is, of course, determined chiefly by 
the size of the infarct. 

Pleural pain is usually the first, and is much the 
most constant, of all the symptoms. In many of 
the cases its location along the margin of the 
ribs or at the top of the shoulder suggests that the 
infarct is at the diaphragmatic surface of the lung. 
A good many of the emboli are so tiny and lodge 
so close to the surface of the lung that the resulting 
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infarct is too small to be detected by physical signs 
or even by an x-ray film. In such cases the only 
signs may be those of a very transient dry pleurisy. 

In the case of larger infarcts there may be the 
signs of a circumscribed area of consolidation or 
of an extensive fibrinous pleurisy. 

Bloody sputum, the presence of which is so often 
looked upon as essential to the diagnosis of pul- 
monary infarction, is by no means a constant symp- 
tom. It occurred in less than half our typhoid 
cases of embolism. Even when it is present it may 
not appear until three or four days after the onset 
of the symptoms. In only a small percentage of 
the cases is the onset of the attack marked by a 
chill, and the elevation of the temperature is often 
less marked and less protracted than one might 
reasonably expect from the severity of the other 
symptoms. 

We come now to the all-important questions 
of prevention and treatment; and here I speak 
with much less confidence than I did when discus- 
sing the clinical picture of the disease. 

In the case of the typhoid patients we were 
dealing with severely ill and prostrated people 
who often had lain for several weeks flat on their 
backs, with the legs fully extended and with al- 
most complete lack of the important aid to venous 
circulation that is furnished by muscular contrac- 
tion. In many of the patients also there must 
have been a state of severe dehydration. 

The fact that thrombosis almost always began 
in the veins of the calf or foot suggested that there 
might be some special interference with the venous 
return just above these points, and led me to won- 
der if in these outstretched legs the tension of the 
deep popliteal fascia might not offer some addi- 
tional impediment to venous return by compressing 
the popliteal vein which lies directly beneath it. 
It must be admitted that the simple procedure of 
elevating the foot of the bed as a prophylactic 
measure in all the typhoid cases did not seem 
to occur to anyone. The patients were, however, 
encouraged to change their position in bed, to 
move their limbs freely and to keep the knees 
partly flexed. 

The importance of the lack of muscular con- 
traction in favoring thrombosis seemed to me so 
great that once when one of the interns became 
ill of typhoid fever I was led to propose to him that 
he might perhaps lessen the chances of thrombosis 
by light exercise of his arms and legs at frequent 
intervals every day. He was eager to follow my 
suggestion and, as he was not too ill to do so, 
these daily exercises of his arms and legs were con- 
tinued through most of his illness. Unfortunately 
he was a conscientious lad, and the exercises were 
carried out only too faithfully and energetically. 
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To my great embarrassment he developed an ex- 
tensive thrombophlebitis, first in one arm, then in 
the other and finally in both legs. It was, I think, 
the most extensive involvement of the veins that 
I have ever seen. Just what conclusion should be 
drawn from this experience I have never quite 
known, but at all events it effectually dampened 
my enthusiasm for muscular exercise as a pre- 
ventive measure. 

In the management of postoperative patients 
there is the growing conviction that the time to 
employ preventive measures against thrombosis 
is the period immediately after the operation rath- 
er than a week or two later. That conviction is, 
I think, fully justified, for in many cases, at least, 
thrombosis is a gradual process which has its be- 
ginning much earlier than might be supposed. 
Elevation of the foot of the bed to hasten venous 
return from the legs, the avoidance, so far as pos- 
sible, of everything that increases intra-abdominal 
pressure, the stimulation of active diaphragmatic 
breathing movements and the replacement of 
losses of body fluids are all measures which are 
reasonable and practicable and which deserve to 
be employed. Whether an increased tendency to 
blood coagulation predisposes to thrombosis and 
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whether, if that be the case, such a tendency can 
be effectively controlled, as’ Bancroft and his asso- 
ciates* believe, by diet or drugs I do not know. 
Certainly much the most promising of the newer 
measures to prevent thrombosis is the use of the 
purified preparations of heparin, not because it is 
an effective anticoagulant, but because it has been 
shown in a very striking way by Best and his 
colleagues’ to be capable in experimental animals 
of preventing the formation of the platelet thrombi. 
What the value of this method, and what the 
limitations of its usefulness may prove to be as 
a routine measure in postoperative cases, can only 
be determined by further experience. 

333 E. 68th Street. 
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EXSTROPHY OF THE BLADDER AND EPISPADIAS* 
WituraM E. Lapp, M.D.,t anp Tuomas H. Lanman, M.D.t 


BOSTON 


HREE years ago we’ presented before this 

society the results of our operative treatment 
of exstrophy of the bladder. The data were based 
on a study of 15 patients, and we emphasized the 
following points: 


A three-stage operation. 

The transplantation of the right ureter first, 
and the left two to four weeks later. 

The transperitoneal approach for the uretero- 
sigmuidostomies, leaving no catheter or guides, 
but having the proximal end of the ureter 
opened widely by a longitudinal split. 

No drainage of the peritoneal cavity. 

Removal of the bladder as soon as is prac- 
ticable after the ureteral transplants. 

The operation to be performed, preferably, be- 
tween three and five years. 


In the last three years there have been 7 addition- 


*Read by title at the annual meeting of the New England Surgical Society, 
Salem, Massachusetts, September 29-30, 1939. 

From the departments of surgery, Children’s Hospital and Harvard Medi- 
cal School, Boston. 

tClinical professor of surgery, Harvard Medical School; chief of surgical 
service, Children’s Hospital, Boston. 

tAssistant professor of surgery, Harvard Medical School; visiting surgeon, 
Children’s Hospital, Boston. 


al cases, making a total of 44 ureterosigmoidosto- 
mies in 22 patients with exstrophy of the bladder 
which we have performed without mortality. This 
is good evidence that the guiding principles set 
forth in our previous paper are.sound. Not only has 
there been no mortality, but the functional results 
have been satisfactory in the cases observed to date. 
We have been greatly pleased by the later follow-up 
study of some of our earlier cases. Intravenous 
pyelograms taken six or seven years after the orig- 
inal transplantations have shown little if any evi- 
dence of dilatation of the ureters or kidney pelves in 
a satisfactory number of cases. It is also interesting 
to note that some of the cases have shown rather 
more dilatation of the ureters and kidney pelves 
during the first two years after the transplanta- 
tion than they have subsequently. It is possible 
that the dilatation shown during the first six to 
eighteen months after operation may be explained 
on the basis of a physiologic readjustment to the 
transplantation. 

Our previous paper and most of the other re- 
cent papers in the literature on exstrophy of the 
bladder have concentrated on the diversion of the 
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urinary flow into the bowel. Comparatively lit- 
tle attention has been paid to the remaining fac- 
tors in the problem. These factors are: removal 
of the pouting exstrophied bladder, which is 
unsightly and uncomfortable; cure of the ven- 
tral hernia, which is always present; plastic re- 
construction of the urethra with possible restora- 
tion of sexual function; and cosmetic improve- 
ment, which is important psychologically, particu- 
larly in the male. 

One of us (W.E.L.) has devised the following 
method which satisfactorily solves the above parts 














Ficure 1. 


Shows exstrophy of the bladder subsequent to ureteral 
transplants but before any operative procedure for the 
epispadias. 


of the problem. No particular claim for original- 
ity in principles is made for this operation, but 
rather it is an adaptation and combination of the 
principles used by others into a single operation 
which yields gratifying results. The use of the 
foreskin for the outer skin layer covering the 
newly made urethra is based on the practice of 
Ombrédanne* in the treatment of hypospadias, 
and is somewhat similar to that of Luhmann® in 
the treatment of epispadias, but the details of our 
technic are quite different from either of these. 

At a suitable time after the ureters have been 
transplanted, usually three to five weeks, the cys- 
tectomy and repair of the epispadias and ventral 
hernia are undertaken. It should be remembered, 
however, that this third step requires a rather 
long anesthesia and is accompanied by an appre- 
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ciable, though seldom dangerous, amount of hem- 
orrhage. It should never be done, therefore, unless 
the patient has fully recuperated from the previous 
ureterosigmoidostomies. In certain cases the child 
may well be sent home for a period of weeks or 
months to recuperate. This is often time well 
spent, for the child can lead a much more normal 
and active life than he could before the ureteral 
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Ficure 2. 


Shows incision for the operation. 


transplants. Also, he usually acquires urinary 
control during this period, which makes the con- 
valescence from the third operation much more 
comfortable. 


OPERATION 


Under Avertin, nitrous oxide and oxygen, and 
ether anesthesia, the patient is prepared and draped. 
The exstrophied bladder is cleaned with soap and 
water and then with alcohol. The surrounding 


skin of the abdomen, and of the genitalia in boys, 
is prepared with one-third strength iodine solu- 
tion. 
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Figure 1 shows the appearance of the male pa- 
tient before operation. Note the urethral groove, 
the prepuce, which is hooded on the under side 
of the glans penis, and the wide separation of the 
two recti muscles. 

Figure 2 shows the line of incision for the 
cystectomy. It should come a little to the outer 
side of the junction of the mucous membrane and 
the skin. At the upper end it should be car- 
ried still farther away from the mucous mem- 
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moving the bladder mucous membrane and fold- 
ing over the flap of rectus fascia to cure the ven- 
tral hernia, and closing the subcutaneous fascia and 
skin in the midline. In boys, the plastic repair 
of the epispadias is now undertaken. 

Figure 4 shows the bladder mucous membrane 
still attached at the base in the region of the 
verumontanum. The dotted line shows the inci- 
sions that are made to construct an oblong flap 
of mucous membrane with its hinge at the base 





Ficure 3. 


Shows the bladder freed and turned down, and the method of closing the ventral hermia 


with the fascial flap. 


brane of the bladder until the two lateral incisions 
meet at a point above the site of the navel. 
Figure 3 shows the bladder almost entirely re- 
sected. It also shows how a large, generous flap 
of fascia from the right rectus muscle is made 
and then turned across to the opposite side to 
close the triangular defect in the anterior abdom- 
inal wall. Particular caution must be used in 
dissecting the bladder mucous membrane at the 
upper third, for it is here that it is very easy to 
enter the peritoneum. Should this misstep be 
made, the peritoneum should be closed at once 
with plain catgut. We have had no ill effects in 
the cases where the peritoneum has been acciden- 
tally opened. This method of removal of the blad- 
der mucous membrane and repair of the ab- 
dominal wall defect is the same in both sexes. 
In girls the operation is completed by entirely re- 


of the penis. As shown in Figures 2 and 4, inci- 
sions which are practically continuous with the 
attached mucous-membrane flap are made along 
each side of the urethral grouve to the glans. On 
each side these incisions are continued around the 
glans until they meet at the frenum, but they 
divide only the mucous-membrane layer of the 
hooded prepuce. 

Figure 5 shows the various steps in making the 
mucous-membrane roof to the urethra and the 
method of covering it with the split prepuce. Fig- 
ure 5: shows the mucous-membrane flap be- 
ing turned forward, and Figure 52 its suture 
to the incision previously made on either side of 
the urethral Figure 53 shows the 
prepuce being split by blunt dissection through 
the incision previously made around and beneath 
the glans. Figure 54 shows the prepuce split 


groove. 
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and turned outward with the raw surface pre- 
senting, and the roughly triangular incision 
through which the glans is drawn. Figure 5; 
shows the glans after it has been pulled through 
the preputial flap, ACBC, and how the flap is 









Ficure 4. 


Shows the flap of bladder being cut to form the roof 
of the new urethra. 


utilized to cover the roof of the urethra. Point 4 
of the flap is sutured to the bottom of the incision, 
closing the anterior abdominal wall. This point 
is at the base of the shaft of the penis. Interrupted 
sutures are then placed on either side running up 
to points C in Figure 5¢. This firmly anchors 
the preputial flap on the raw surface of the pre- 
viously made urethral tunnel. Figure 57 shows 
the last step, which consists in suturing the hole 
made in the preputial flap to the cut surface of 
the incision about the corona, and to the distal 
end of the mucous-membrane flap which forms 
the roof of the urethra. This last step can be 
better visualized by saying that it is very similar 
to the row of sutures used in performing an or- 
dinary circumcision. Figure 6 shows the opera- 
tion completed. 
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On completion of the operation, it will be seen 
that there is some redundant tissue from the 
preputial flap. Its appearance has been described 
as “dog-eared.” It is better to postpone further 
plastic work intended to reduce the tissue for a 
number of months or years, as it tends to disap- 
pear with time. 


When properly done, the operation has rela- 
tively little chance of failure. The chief danger, 














Ficure 6. 
Shows the completed operation. 


of course, is that of infection, but this can be 
minimized by proper technic. The passage of 
urine is obviously not a factor. 


This type of operation results in a very much 
stronger abdominal wall, and in correcting the 
epispadias it creates a passage, which should re- 
main patent, from the ejaculatory ducts to the 
end of the penis. As to how successful the func- 
tion will be, of course, cannot now be answered. 
It is our intention to follow these cases for a 
number of years, to do further plastic procedures 
if necessary as the size of the organ grows, and to 
correct, if necessary, the redundancy of the pre- 
putial flap, though this redundancy is much less 
noticeable a few months after operation. Of par- 
ticular interest to us will be a trial, as the patient 
approaches puberty, of the various preparations of 
sex hormones which apparently are effective in 
increasing the size of the organ. 

While the functional result must remain in 
doubt, we believe that this operation is an impor- 
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tant advance over our former technic in that it 
gives a satisfactory cure of the ventral hernia, a 
more comfortable pubic area, a possible restora- 
tion of sexual function and an improved cosmetic 
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44 ureterosigmoidostomies justify their continua- 
tion. 

We present a better method of closing the de- 
fect in the abdominal wall in both sexes and also 
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Ficure 5. 
Shows the various steps in forming a new urethra. 


appearance with a lessening of the bad psycho- 
logical effects of the malformation. 


SUMMARY 


Seven additional cases of exstrophy of the blad- 
der are presented. The methods previously advo- 
cated for the transplantation of the ureters have 
proved their worth, and the functional results in 


a method of correcting the epispadias. We be- 
lieve that these methods are improvements in the 
treatment of this distressing congenital anomaly. 
300 Longwood Avenue. 
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TUBERCULOSIS OF PANCREAS — LITTLE 


TUBERCULOSIS OF THE PANCREAS 







Report of a Case 
Rurus R. Lirrie, M.D.* 


WALLUM LAKE, RHODE ISLAND 


UBERCULOSIS of the pancreas is an ex- 
ceedingly rare condition, hence the following 
case report should prove to be of interest. 


Case Report 


A white Portuguese woman, 60 years of age, entered 
the Rhode Island State Sanatorium with the chief com- 
plaint of cough and expectoration of 5 months’ duration. 
The family history and previous medical history were 
irrelevant. The patient stated that about 4 years prior 
to admission she began to have frequent headaches, pain 
in the left arm and epigastric distress. She soon began 
to lose weight, became easily fatigued and complained 
of general malaise. It was known that the patient had had 
diabetes mellitus for an indefinite time, and she was first 
given insulin about 1 year previous to admission. Five 
months previous to admission she began to have severe 
cough and expectoration, dyspnea, night sweats and pain 
in the left chest anteriorly. An x-ray film of the chest 
was taken, and the patient sent to the sanatorium with 
a diagnosis of far-advanced pulmonary tuberculosis com- 
plicated by diabetes mellitus. During her stay her tem- 
perature was of the septic type, with daily afternoon 
elevations to 101 or 102°F., with a maximum elevation 
to 104°F. 2 days prior to death. Cough and expectoration 
were pronounced, but the most marked clinical symptom 
was constant, severe epigastric pain. 

The diabetes was exceedingly difficult to control. On 
admission the blood sugar was 222 mg. per 100 cc. and 
the urine contained 1.25 per cent sugar. Under insulin 
therapy over a period of 3 weeks the urine finally became 
sugar-free except for an occasional slight trace. The blood 
sugar promptly dropped to 60 mg. per 100 cc. The insulin 
dosage was then decreased slightly, the diet remaining 
the same, and it was thought that the diabetes was con- 
trolled, as the urine contained at most a very slight trace 
of sugar. However, within a few days large amounts 
of sugar appeared in the urine and the blood sugar was 
found to be 434 mg. per 100 cc. Thereafter almost daily 
changes in insulin dosage were required to maintain the 
urine sugar-free and the blood sugar near normal limits. 


The patient’s course was steadily downhill. The sputum 
was constantly positive for tubercle bacilli. Ascites devel- 
oped and required paracentesis, 1800 cc. of slightly opaque, 
serous fluid being removed. This fluid was found to con- 
tain a few pus cells, a few large mononuclear cells, but no 
tubercle bacilli or other organisms. The patient died 
approximately 15 weeks after admission. 


Autopsy. Caseous and proliferative tuberculosis with 
bilateral cavitation was found in the lungs, there being 
involvement of all lobes. No tuberculous involvement 
of any other organ except the pancreas was noted. The 
pathologist’s description of the pancreas before removal 
from the abdominal cavity was as follows: 


In the region of the duodenum there is massive 
fibrosis tying down the lower border of the stomach, 


*Resident physician, State Sanatorium, Wallum Lake, Rhode Island. 





the pancreas, duodenum and upper portion of the 
omentum as a mass, with stellate radiation of scar 
tissue centering at the duodenal curvature. Dissection 
of the above area discloses the head of the pancreas 
reduced to a mass of apparently normal pancreatic 
tissue about 5 cm. in greatest width and 3 cm. in thick- 
ness. The remainder of the pancreas is for the most 
part replaced by firm fibrous tissue containing, at the 
splenic end, a smooth-walled cyst 2 cm. in diameter, 
filled with creamy, purulent fluid in which can be 
demonstrated acid-fast organisms by direct smear. The 
pancreatic duct is patent. The bile duct is not involved. 
The pancreatolienal nodes appear 4s a chain of fairly 
firm, normal appearing lymphoid nodules, the largest 
9 mm. in the long axis. 


The microscopic description of sections from the pancreas 
was as follows: 


One section from the head of the pancreas shows 
extensive fibrosis of the interlobar septums and peripan- 
creatic tissue, with the parenchyma reduced to isolated 
lobules and alveoli, which, however, appear active and 
essentially normal. A section from the tail of the pan- 
creas shows almost complete replacement by hyaline 
connective tissue in which are noted occasional iden- 
tifiable islands of Langerhans and alveoli. One border 
of the section and a small cavity within the mass 
are lined with a caseous, necrotic layer, beneath which 
appears an intense endothelial infiltration in epithelioid 
arrangement. Occasional microscopic tubercles 
contain typicaily tuberculous giant cells, and a direct 
smear from the contents of the cavity shows numerous 
acid-fast bacilli. 


The diagnosis was tuberculosis of the pancreas, with 
abscess formation. 

That tuberculosis of the pancreas is of rare oc- 
currence is attested by the fact that only three arti- 
cles on this subject could be found in the Ameri- 
can literature, the most recent’ of these being pub- 
lished in 1924. A few more articles were found 
in the foreign literature, but here too the sub- 
ject has been given little attention and very few 
cases have been reported. 

The incidence of tuberculous infection of the 
pancreas as determined by autopsy reports of vari- 
ous authors is uniformly low. Scattered miliary 
tubercles of the gland are not uncommon in as- 
sociation with generalized miliary tuberculosis, 
but large tuberculous lesions of the pancreas are 
exceedingly rare. Textbooks of medicine and 
pathology give practically no information on the 
subject, merely stating that tuberculosis of the 
pancreas is of rare occurrence. White® in 142 
autopsies on tuberculous subjects, including miliary 
cases, found the pancreas involved in only 1 
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case. In 683 autopsies on tuberculous subjects in 
the Veterans’ Administration hospitals no tuber- 
culous involvement of the pancreas was found.’ 
Here at Wallum Lake tuberculous infection of the 
pancreas was found in 1 of 10 cases of miliary tu- 
berculosis. The present case is the only one in 
which a large tuberculous lesion of the pancreas 
was found, and the only case not of the miliary 
type having involvement of the gland. 

That the pancreas possesses a relative immunity 
to tuberculosis has long been recognized. The 
gland was cited as an illustration of local im- 
munity to tuberculosis as early as the middle of 
the eighteenth century. This fact is important in 
view of the location of the pancreas in the abdo- 
men. The gland is situated in an area richly 
supplied with lymphatic ducts and there are al- 
ways lymph nodes in the vicinity, all intercom- 
municating with the lymphatic vessels of the spleen, 
duodenum and mesentery. Tuberculous involve- 
ment of the lymph nodes around the pancreas is 
not uncommon, and has been erroneously reported 
as tuberculosis of the pancreas. The pancreas com- 
municates directly with the intestinal tract by the 
pancreatic duct, affording connection with an area 
very frequently bearing tubercle bacilli, as evi- 
denced by the high incidence of intestinal tuber- 
culosis. Miliary tuberculosis of the pancreas is 
undoubtedly of hematogenous origin. Carnot’ 
found tuberculosis of the splenic end of the pan- 
creas in contact with a tuberculous kidney. Thus 
there are four avenues of infection: by the lym- 
phatics, by the pancreatic duct, by the blood 
stream and by direct extension from neighboring 
organs. 

Why the pancreas should exhibit a marked de- 
gree of immunity to the tubercle bacillus has been 
the source of much experimentation and of many 
theories. Carnot* demonstrated the extreme difh- 
culty of reproducing clear-cut tuberculous lesions 
in the pancreas. Other investigators have pub- 
lished similar results, all indicating that no mat- 
ter what the source of inoculation, true tubercles 
almost never occur in the pancreas. Carnot 
showed that tubercle bacilli rapidly lose their viru- 
lence following experimental infection of the pan- 
creas, so that inoculation of a guinea pig with 
material from the gland one week after infec- 
tion produces only a localized tubercle, with 
no extension at the end of a month and a half. 
With a longer interval before inoculating the 
guinea pig from the infected gland it was found 
that the virulence of the bacilli had diminished 
to such an extent that they rapidly disappeared 
from the tissues. 


Interesting experiments were performed by 
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Porter’ in 1917 in an attempt to explain the rela- 
tive resistance of various tissues to the tubercle 
bacillus. Attributing the highly resistant qualities 
of the tubercle bacillus to its fatty envelope, Porter 
reasoned that if this envelope could be first dealt 
with the bacillus itself might prove vulnerable to 
the protective mechanism of the tissues. The lipase 
content of extracts of various tissues was deter- 
mined. Then the bactericidal action of these 
extracts on ‘several strains of tubercle bacilli was 
tested. The least powerful was lung extract, 
which contained the smallest amount of lipase; 
the most powerful was pancreatic extract, which 
contained the greatest lipase content. Porter there- 
fore suggested that the bactericidal action was 
chiefly the result of the lipolytic activity of the 
tissue on the bacilli. This experimental work 
was generally accepted by most investigators, and 
has been quoted in most textbooks on_ tuber- 
culosis. 

In June, 1938, Hirschberg and Arnold® reported 
results of experiments performed by them in order 
to determine the nature of the relative immunity 
to tuberculosis exhibited by certain tissues. The 
effect on cultures of tubercle bacilli of tissue juices 
having no lipolytic activity was tested. The degree 
of inhibition exerted by the various tissue juices 
had a direct relation to the resistance of the organs 
to tuberculosis, as evidenced by the incidence of 
infection of these organs. Pancreatin, pancreatic 
digest and insulin were also tested, and were found 
to have no effect on the tubercle bacillus. It was 
concluded that the nature of the inhibitory ele- 
ment is not known and may be considered, at least 
for the moment, to be nonspecific. 

The case reported herein is unique in that it 
is characterized by a disturbance of the function 
of the pancreas. In 1899 Loheac’ wrote a thesis 
on tuberculosis of the pancreas in which he de- 
scribed detailed symptomatology. He is the only 
author who has recognized and reported symp- 
toms of pancreatic insufficiency resulting from tu- 
berculous disease of the gland. Joslin® states that 
a small remnant of healthy pancreas will suffice 
to prevent diabetes, and extirpation experiments 
on animals have proved that diabetes will be 
averted if one tenth of the gland is left. Hence, 
the number of islands of Langerhans remaining 
determines the efficiency of the gland. In the 
case reported here the pathologist noted almost 
complete replacement of the tail of the pancreas 
by hyaline connective tissue and the large tuber- 
culous Since the islands are normally 
twice as frequent in the tail as in the head, it is 
logical to assume that the tuberculous lesion of 
the pancreas was instrumental in producing the 
diabetes mellitus. 


abscess. 
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As spontaneous drainage from the tuberculous 
abscess in such a location would necessarily be by 
way of the pancreatic duct and would be slow 
and difficult, one may further assume that drain- 
age Was intermittent, with consequent variations 
in the size of the abscess depending on the amount 
of purulent material retained. It is possible that 
this intermittent drainage may have played a part 
in the marked fluctuation of the diabetic state. 
The diagnosis of tuberculosis of the pancreas 
can, of course, be made with certainty only at the 
autopsy table. However, its occurrence should be 
borne in mind, and occasionally the diagnosis 
may be made with a fair degree of certainty in 
the living patient. The one clinical symptom com- 
mon to all reported cases of tuberculosis of the 
pancreas is persistent and distressing epigastric 
pain. We know that the most prominent symp- 
tom of acute pancreatitis is excruciating epigastric 
pain. Therefore, persistent and constant epigastric 
pain in a tuberculous patient should strongly sug- 
gest tuberculosis of the pancreas. If diabetes is 
also present the diagnosis is more probable. 
That diabetes mellitus unfavorably influences 
the prognosis of pulmonary tuberculosis has long 
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been recognized, and it is not within the scope of 
this paper to discuss this subject. 


SUMMARY 


A case of tuberculosis of the pancreas is re- 
ported. 

The presence of this rare condition is suggested 
by persistent epigastric pain in a tuberculous dia- 
betic patient. 

The exact nature of the immunity to infection 
by the tubercle bacillus exhibited by the pancreas 
has not as yet been determined, and its discovery 
may offer a means of producing a general immu- 
nity to the tubercle bacillus. 
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PENTOTHAL: THE ANESTHETIC AGENT OF CHOICE FOR 
THE REDUCTION OF SIMPLE FRACTURES 


Puiu S. Marcus, M.D.* 


BOSTON 


N RECENT years many publications have dis- 

cussed the use of Pentothal, but no paper has 
yet appeared which considers the use of the drug 
for the reduction of simple fractures in ambula- 
tory patients. During the last two years I have 
had the opportunity to administer and direct the 
use of Pentothal in the Out-Patient Fracture Serv- 
ice of the Boston City Hospital, and the advan- 
tages it possesses where hospitalization is not nec- 
essary or desired have made it the anesthetic agent 
of choice. 

The ideal anesthetic agent for use in the reduc- 
tion of simple fractures in ambulatory patients 
should fulfill the following requirements: it 
should provide sufficient muscular relaxation for 
proper manipulation and reduction; it should be 
of sufficient duration for manipulation and appli- 
cation of maintenance apparatus; it should pos- 
sess a short induction and short emergence time; 
it should be easily administered without expensive 
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or elaborate equipment; it should have a wide 
margin of safety; it should present no contra- 
indications; and there should be specific therapy 
for its administration in excess. 

In the following discussion the average pa- 
tient coming to the outpatient clinic or office will 
be considered. In such cases hospitalization is not 
desired. Various anesthetic agents are available, 
and these will be considered in order to determine 
which most closely approaches the ideal as de- 
scribed above. 


ANESTHETIC AGENTS 


Local Anesthesia 

Local anesthesia for the reduction of simple 
fractures of small bones is possible, desirable and 
often employed. However, in dealing with large 
bones and with fractures requiring a considerable 
degree of manipulation, sufficient muscular relax- 
ation and anesthesia are often very difficult if not 
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impossible to obtain. The induction time is often 
long, but the emergence time is short. This type 
of anesthesia is well suited for certain ambulatory 
cases. It has a wide margin of safety, and the 
only contraindications are hypersensitivity or local 
damage. A maximum of skill and experience are 
required in order to secure even fair results with 
local infiltration. Reactions and overdosage are 
combated by artificial respiration and respiratory 
and cardiac stimulants. 


Nitrous Oxide 

Nitrous oxide is a widely used and much abused 
anesthetic. It is the weakest gaseous anesthetic 
and is employed with varying concentrations of 
oxygen. Without medication it will in a majority 
of cases produce sufficient relaxation for reduction 
only if pushed to clinical or subclinical cyanosis. 
This anoxemia continued for a sufficient length of 
time for reduction and maintenance may produce 
damage to the brain that is definitely more serious 
than the original injury. There is marked ex- 
citement during induction and actual bodily re- 
straint is often necessary. Furthermore, the fol- 
lowing accidents and complications during in- 
duction must be considered: violent respiratory 
spasm with alarming degrees of cyanosis; vomit- 
ing with the inhalation of vomitus; sudden death 
due to ventricular fibrillation; and further physi- 
cal trauma. 

The duration of anesthesia may be insufficient, 
particularly if the reduction slips during the ap- 
plication of plaster or traction apparatus. The 
emergence time is short. This agent can be ad- 
ministered without expensive or elaborate equip- 
ment; nevertheless it requires at least a double 
yoke with oxygen and nitrous oxide tanks and a 
breathing bag and mask. The margin of safety 
with regard to the anesthetic concentration and 
the toxic or fatal concentration is not very wide. 
Nitrous oxide is contraindicated in associated head 
injuries, severe anemias or reductions in vital 
capacity, cardiac decompensation and_hyperten- 
sion. Premedication requires additional time and 
does not eliminate all the dangers or contraindica- 
tions. The usual procedure in the use of nitrous 
oxide with the inexperienced and even some- 
times the experienced anesthetist is to produce 
cyanosis and cerebral anoxia and then proceed 
with a struggling, excited, gasping, cyanotic in- 
dividual until the desired result is obtained. The 
specific therapy for an excess of the agent is the 
inhalation of oxygen. 


Ether 


Ether will produce perfect relaxation for the 
time required to obtain and maintain reduction, 
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regardless of its length. It is easily administered 
even by the inexperienced, requires no elaborate 
equipment and has a wide margin of safety. The 
induction time is relatively long and spasm, 
coughing and vomiting are quite common. Vom- 
iting is undoubtedly one of the most under- 
estimated and overlooked dangers of anesthesia, 
especially during the administration of the inhala- 
tion agents. The average patient coming into the 
hospital or office for emergency treatment of a 
fracture has eaten within one to six hours pre- 
vious to the time of fracture, and many are intox- 
icated. Inhalation of vomitus in these patients is 
fatal more often than is appreciated, and even 
when not fatal the morbidity is well worth care- 
ful consideration. With ether, emergence time is 
long and the patient usually requires some degree 
of hospitalization. It should not be used in the 
presence of x-ray or fluoroscopic equipment. It 
is contraindicated in diseases of the respiratory 
tract, kidney, liver and certain metabolic diseases. 
There are no specific therapeutic measures for 
overdosage. The usual resuscitative measures of 
oxygen therapy, artificial respiration, the intra- 
cardiac administration of adrenalin and respira- 
tory stimulants are of some value. 


Pentothal 


A discussion of the intravenous barbiturate an- 
esthetics should include a consideration of Evipal 
as well as of Pentothal, but owing to the almost 
exclusive use of the latter in this series of cases and 
because of the advantages it possesses, the former 
will be omitted. 

Pentothal will produce sufficient relaxation for 
the reduction of any type of fracture. and by the 
fractional method of administration will maintain 
this relaxation for a sufficient length of time for 
the most difficult reduction and the application of 
any type of maintenance apparatus. The induc- 
tion time is very short —one to three minutes — 
and is usually unaccompanied by excitement or 
struggling. The danger of the aspiration of vomi- 
tus is present with the intravenous anesthetics as 
well as with the inhalation agents, but the per- 
centage of occurrence in the former is so small as 
compared with that of the latter agents that Pento- 
thal holds a distinct advantage in this respect. In 
this series of administrations only 1 case of vom- 
iting is recorded. 

The emergence time is short and permits the 
patient to be accompanied home within thirty 
minutes to one hour. Pentothal is easily admin- 
istered without elaborate or expensive equipment. 

This method of producing anesthesia should not 
be employed by anyone who is not familiar with 
its use. Its margin of safety is to a great extent 
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dependent on the skill of the administrator. How- 
ever, in the hands of one who has had sufficient 
experience to make him as competent with Pento- 
thal as with the inhalation methods, the method 
is less hazardous than is the inhalation of ether 
or nitrous oxide, and produces better results than 
does local infiltration. 

The contraindications are few, and are limited 
almost entirely to severe respiratory depressions 
and infections and extensive disease of the liver. 
Respiratory depression to a greater or lesser 
degree is always an accompaniment of barbiturate 
anesthesia, and it is to a large extent because of 
this that Pentothal is adjudged as dangerous by 
some competent anesthetists. The inexperience of 
the administrator is more evident in respect to the 
production of respiratory depression than in any 
other phase of Pentothal administration. In this 
series in only 1 case was respiratory depression se- 
vere enough to warrant oxygen therapy. However, 
on account of this ever-present possibility extreme 
care must be exercised at all times to ensure thor- 
ough and complete oxygenation. The mainte- 
nance of a patent airway, and the administration of 
the oxygen if necessary, will reduce this compli- 
cation to a minimum. For short procedures it is 
believed that damage to the liver is not of major 
importance if oxygenation is complete. 


One of the additional advantages of this method 
is that there is no danger of fire or explosion if 
it is used in the presence of x-ray or fluoroscopic 
equipment. 

There is one indication for the use of Pentothal 
that is often overlooked. This occurs in frac- 
tures with an associated head injury. Most of 
these patients have multiple contusions and abra- 
sions about the face with contaminated bleeding 
wounds, fractured skulls and evidence of damage 
to the brain. Nitrous oxide is definitely contra- 
indicated. Ether will produce struggling, ex- 
citement, vomiting and increased intracranial pres- 
sure, with possible aggravation of the initial head 
injury. The mask or cone will have to be ap- 
plied over a potentially septic and devitalized 
area. Pentothal is the agent of choice in these 
cases: the traumatized area is not touched, there 
is no struggling, intracranial pressure is not in- 
creased and the scalp and face wounds can be 
treated at the same time, or after the fracture has 
been reduced, without necessitating removal of 
the apparatus for induction. If severe respiratory 
depression from increased intracranial pressure 
exists, it may be unwise to use Pentothal, but still 
in many cases of this type it may be the least of 
the evils. These are not ambulatory cases, but 
they deserve some consideration in this discussion. 
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With all precautions taken in the use of the 
agents discussed there will still be an irreducible 
number of complications, but that this number 
will be lowest with the use of Pentothal has been 
our experience.* 


TECHNIC OF ADMINISTRATION 


In the use of Pentothal an adequate dose of 
atropine may be used as a premedicament. This 
can be administered intravenously if time does 
not permit the attainment of its effect subcutane- 
ously. Atropine will minimize the bronchial con- 
striction that may be produced by the anesthetic 
agent. Because of the danger of respiratory de- 
pression, some apparatus for the administration 
of oxygen with a breathing bag and mask and one 
of the analeptics should be available. No set 
dosage or scheme of administration can be pre- 
scribed, so that it is believed best to establish a 
standard method and to vary it according to the 
individual reaction. In the average adult, with 
the patient counting aloud, 3 cc. of a 5 per cent 
solution of Sodium Pentothal should be given in 
the first half minute, followed by a pause of 
thirty seconds to allow for circulation and max- 
imum effect. Two cubic centimeters may be ad- 
ministered in the next half minute. By this time 
counting has stopped, the patient is usually asleep 
and respirations are slightly depressed. This is 
the point where it is necessary to be certain that 
the patient is well oxygenated. Reduction should 
not be undertaken until there is no reaction to 
pinching the skin, and the respirations are regular 
and of good amplitude. Reduction with the patient 
in too light a plane of anesthesia may result in 
respiratory spasm and arrest. With the needle still 
in situ additional drug is administered in 1-cc. or 
2-cc. fractions as required. From the above stand- 
ard each patient will vary according to age and 
general physical condition. At present, Pentothal 
is not used in very young children. 


RESULTS 


During the first ten months of 1939, Pentothal 
was used for approximately 300 patients who 
were admitted, diagnosed, x-rayed, treated and 
sent home as ambulatory patients. These patients 
were anesthetized by members of the orthopedic 
and surgical services under the supervision and 
direction of the anesthesia service. There were 
no fatalities. As mentioned above, only 1 patient 
required oxygen therapy and an analeptic for re- 
spiratory depression, and this patient had an un- 
eventful recovery. Vomiting was present in only 


*Cyclopropane has been purposely omitted from this discussion because 
it requires elaborate and expensive equipment and an experienced adminis- 
trator, and is not available in the majority of outpatient clinics and offices. 
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1 case, and occurred during emergence with the 
patient in full possession of the cough reflex. No 
patient required hospitalization because of the an- 
esthesia. Insufficient relaxation never the 
cause of a poor orthopedic result. In a small pro- 


was 


portion of cases readministration was necessary 
because of inadequate reduction, but in no case 
did a patient refuse to undergo a repetition of the 
anesthetic. 
SUMMARY 

The advantages and disadvantages of local, 
nitrous oxide, ether and intravenous barbiturate 
anesthesia for use in the reduction of fractures in 
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ambulatory patients have been discussed. The 
dangers of the inhalation of vomitus and of re- 
spiratory depression, the necessity of thorough oxy- 
genation at all times and the need of an experi- 
enced administrator have been emphasized. Pen- 
tothal seems to be the ideal anesthetic for this type 
of fracture because it produces sufficient muscular 
relaxation for reduction, can be continued as long 
as necessary, has short induction and emergence 
times, is easily administered and has an adequate 
margin of safety with few contraindications, while 
specific therapy for an excess of the agent is avail- 
able. 


THE TREATMENT OF ATROPHIC ARTHRITIS WITH 
ESTROGENIC SUBSTANCE* 


Apranam Couen, M.D.,+ ALFrep W. Duss, M.D.,f ann Asranam Myers, M.D.S$ 


PHILADELPHIA 


OT uncommonly the menopausal and post- 

menopausal eras of a woman’s life are as- 
sociated with some degree of arthralgia. The 
condition may range from vague fleeting joint 
pains to a classic hypertrophic, atrophic or mixed 
arthritis. The hypertrophic and the mixed forms 
are in our experience by far the most frequent. 
Whether these changes are directly due to the 
endocrine readjustment of this period we do not 
know, but that they play some part in causation 
of the arthritides seems obvious. 

Many authors (Mazer and _ Israel,’ Scholler, 
Dohrn and Hohlweg,’ Stone,* Pratt and Thomas,* 
Holmes,’ Champy,® Kuipers,’ Recknagel,* Caw- 
adias,” Kahlmeter,*® Marchionini,” Fleischhaus** 
and Hall"*) have reported encouraging results with 
the use of estrogenic substance in the treatment of 
hypertrophic joint disturbances occurring coinci- 
dentally with the menopause, either natural or in- 
duced. 

We have also had similar experience in the 
treatment of such cases. After a careful analysis 
of results obtained we have concluded that al- 
though improvement was noted in the majority 
of our cases, it was of a general nature. Joint 
conditions per se, if secondary to hypertrophic 
changes, remained the same unless posture and 
weight were corrected. 


*From the arthritis clinics of the Philadelphia General Hospital, the Jeffer- 
son Medical College Hospital and the Police and Fire departments of 
Philadelphia. 

tChief of the arthritis clinics, Philadelphia General Hospital, Jefferson 
Medical College Hospital, and the Police and Fire departments of Phila- 
delphia. 

tAssistant physician, Arthritis Clinic, Philadelphia General Hospital. 

§Clinical assistant, Orthopedic Department, Jefferson Medical College. 


A study of the climacteric symptoms, which 
were the general phenomena benefited by es- 
trogen, with the exception of hot flashes, revealed 
a striking similarity to those experienced by the 
sufferer atrophic They 
sweating, circulatory disturbances, mental depres- 


from arthritis. were 
sion, asthenia and paresthesias (numbness and 
tingling) of the extremities and nervousness. 


Although the menopausal function is uncertain, 
it is generally conceded that with the cessation of 
ovarian function the anterior lobe of the pituitary 
gland becomes overactive, with a resultant influ- 
ence on the endocrine tissues which come within 
its sphere. The objective signs of this period are 
supposedly the direct result of such action. The 
subjective phenomena mentioned are the well- 
known climacteric symptoms, and are probably 
due to a disturbance of the sympathetic nervous 
system. In discussing arthritis, Pemberton’ states 
that one can conceive of the sympathetic nervous 
system, and indeed the nervous system as a whole, 
as congenitally unstable. 

This similarity of climacteric symptoms with 
those of sufferers from acute and chronic atrophic 
arthritis, together with reports that cases of atrophic 
arthritis were benefited by pregnancy,** a period 
during which the estrogen level is high, led us to 
believe that estrogenic substance might have a 
place in the therapy of atrophic arthritis. 

Twenty-three cases of arthritis, 17 being of the 
atrophic and 6 of the mixed (atrophic and hyper- 
trophic) type, were treated with large doses of 
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estrogen.* Twelve of the patients experienced a 
distinct improvement in joint symptoms while un- 
der this therapy; 5 of these had symptoms of ac- 
tive menopause, which were coincidentally relieved 
(Table 1). Three patients noted some improve- 


Taste 1. Summary of Results. 








No. CurnicaL Resutts 
Type oF ARTHRITIS OF IM- RE- UNIM- MADE 
CASES PROVED LAPSED PROVED WORSE 
Atrophic . 17 7 3 6 1 
Atrophic and hypertrophic 6 5 0 1 0 
(oe Par re ; 23 12 3 7 1 





ment and then relapsed. Seven patients noted no 
improvement, general or local, and 1 said she was 
worse. Eighteen patients were supposed to have 
passed a normal or a surgically induced meno- 
pause, but 6 of these still had active menopausal 
symptoms. Of the total of 11 patients with active 
menopausal symptoms, 7 noted improvement in 
the joint symptoms as well as in the subjective 
phenomena related to the menopause, while 4 
noted a general improvement with no effect on 
the joint symptoms. * 


The duration of treatment ranged from one 
week to three months. The total dosage of es- 
trogenic substance varied from 50,000 to 850,000 
I.U. (international units). Individual doses ranged 
from 10,000 to 100,000 1.U. 

In the beginning the patient was given an intra- 
muscular injection of 10,000 IU. daily, and when 
improvement was noted the interval was reduced 
to once weekly. If no improvement was noted 
the dose was increased gradually to 100,000 IU. 
After three or four such doses, if no change was 
noted, treatment was discontinued. 

Twelve young sufferers from atrophic arthritis 
(moderately advanced) without menstrual dis- 
turbances were used as a control. Each was given 
50,000 I.U. of estrogenic substance daily for one 
to three weeks. None showed any response. 

Hall’® has recently shown that following the 
castration of 71 women, 53 suffered from arthralgia 
rather than true arthritis, and that of 40 who 
were adequately treated with estrogenic substance 
70 per cent responded to the extent of almost 
complete relief of menopausal and arthralgic symp- 
toms. 

It must be noted here that in some cases the 
giving of estrogenic substance had to be contin- 
ued over a period of many months in order to 
maintain improvement, while in others improve- 
ment was noticed within a short time and con- 
tinued even after treatment had been stopped. 


*Estrogen, in the form of Progynon, was supplied through the courtesy 
of Schering Corporation, Bloomfield, New Jersey. 
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Our criteria for the diagnosis of atrophic ar- 
thritis accorded with the classification set forth 
by the American branch of the Ligue Internationale 
Contre le Rhumatisme."® 


The following cases are typical of those which 
showed improvement following estrogenic therapy. 


Cast 1. K. M,, a 49-year-old white woman, presented 
herself at the clinic complaining of pain and stiffness in the 
neck, knees, elbows and feet. Onset had occurred 3 years 
previously with stiffness and numbness in the fingers, 
noticed chiefly on rising in the morning. Gradually the 
other joints became involved. Definite aggravation of 
symptoms was noted with changes in the weather. 

The menstrual function ceased 4 years previous to ad- 
mission, following the removal of a pelvic tumor. The 
patient was still suffering from an occasional hot flash. 

At physical examination the patient walked with slight 
difficulty. The elbows were partially flexed. The body 
weight was 138 pounds. The temperature, pulse and 
respirations were normal. The eyes, ears and nose were 
normal. The tonsils were diseased; the teeth and gums 
appeared to be normal. The neck showed 50 per cent 
limitation of motion in all directions. There was con- 
siderable tenderness on pressure over the cervical vertebrae. 
The shoulder motion was limited to 45° abduction in both. 
The elbows were flexed but could be extended to about 
70°; there were swelling and tenderness in both. The wrists 
were somewhat swollen and slightly tender. The hands 
showed a tendency toward ulnar deviation, with spindle- 
shaped deformity in the middle and index fingers on the 
right, and in the middle and ring fingers on the left. The 
knees were swollen and tender to touch and motion. 
The suprapatellar bursae were thickened and distended 
with fluid. The cervix was negative. The diagnosis was 
atrophic arthritis of the cervical vertebral joints, knees, 
elbows and feet. 

Estrogenic substance, 10,000 I.U., was given daily from 
June 22 to July 6. At the end of this course of treatment 
the patient stated that the stiffness and pain in the joints 
were markedly diminished. Medication was withheld for 
1 week, after which the patient reported back to the clinic 
complaining of a return of pain and stiffness in all the 
previously involved joints. 

Estrogen substance, 10,000 I.U., was given daily from 
July 20 to 26. Again improvement was noted. It was 
discontinued until August 12, and during this period the 
patient was decidedly worse. Ten thousand international 
units of estrogen was again given daily until August 17. 
At this time a tonsillectomy was done and the patient 
was not seen again until September 28, at which time 
she reported a return of symptoms in the knees. 


Cast 2. E. E., a 43-year-old white woman, complained 
of stiffness and pain in the arms, legs, knees and hips. 
One year previously she had started to have pain, swelling 
and redness involving both knees, with a gradual spread 
to the other joints. All the symptoms were worse in the 
morning, and were definitely aggravated by changes in the 
weather. The menstrual function had ceased 2 years 
previously, and since then the patient had had frequent 
hot flashes. 

At physical examination the head and neck were nor- 
mal, except for diseased teeth and tonsils, and tenderness 
with slight limitation of motion in the cervical vertebrae. 
The heart, lungs and abdomen were normal. The ex- 
tremities showed no contractures, but there were spindle- 
shaped deformities of the fingers and swelling in the wrists 
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and knees. The gynecological examination was negative. 
The diagnosis was atrophic arthritis of the knees, hips, 
elbows and shoulders. 

Ten thousand international units of estrogenic substance 
was given daily from May 4 to 17. At the end of the 
Ist week of treatment there was distinct improvement 
in the upper extremities, but the knees seemed to be worse. 
Some nausea was noted in the morning. The hot flashes 
and headaches were markedly improved. At the end 
of the 2nd week a marked improvement was noted in all 
the joints; the patient was again able to go up and down 
stairs, and slept far better than prior to the taking of 
estrogen. Estrogen was discontinued until May 25, at 
which time 10,000 I.U. was administered weekly for 4 
successive weeks. At the end of this course the patient 
still complained of some pain and stiffness in the right 
hand. A tonsillectomy was done June 22. The patient 
Was not seen again until July 20, at which time the joints 
were all improved. She stated, however, that her general 
well-being was not so good as when she was receiving 
estrogen. 


SUMMARY AND CONCLUSIONS 
Our experience in treating hypertrophic arthritis 
coincident with the menopause by the administra- 
tion of estrogen has led us to believe that the 
benefits, though striking, are of a general systemic 
nature. The joint condition per se must be treated 


by mechanical readjustment and weight reduc- 
tion in order to bring relief. 


The present study was made in an endeavor 
to determine whether estrogenic substance, which 
has such a marked effect on the subjective symp- 
toms of the menopause, would in any way in- 
fluence the strikingly similar symptoms of atrophic 
arthritis. 
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The rationale of this therapy was based on the 
assumption that both these symptom complexes 
probably result to some extent from a disturbance 
of the sympathetic nervous system. 

The results suggest that little benefit is obtained 
in women suffering from atrophic arthritis who 
have no disturbance in menstrual function. 

Atrophic arthritis occurring concomitantly with 
the menopause was benefited in a sufficient per- 
centage of cases to suggest that this form of ther- 
apy has a definite place in the treatment of such 
cases of atrophic arthritis. 
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FUNDAMENTAL MISCONCEPTIONS INVOLVING 
CLINICAL PATHOLOGY* 


Wituiam T. Satrer, M.D.t+ 


BOSTON 


ECAUSE clinical pathology is merely the 

adaptation of the fruits of fundamental re- 
search to concrete problems in medical practice, it 
is often difficult to define the precise limitations of 
the subject. In last year’s report for this jour- 
nal,’ the subject matter was limited chiefly to 
practical procedures and precautions. The pres- 
ent report, on the contrary, will concern somewhat 
more fundamental aspects, which, although less 
practical, are probably more important. The sci- 
entific bases for many well-known laboratory pro- 
cedures are constantly changing, particularly as 
new methods enrich the basic sciences, and ac- 
cordingly those interested in clinical pathology 
must continually adopt new methods and ideas. 


PiasMA PROTEINS 


One such revision of knowledge involves the 
plasma proteins. In the last few years, funda- 
mental studies of the nature of these proteins have 
shown clearly that the usual clinical subdivision 
into albumin, globulin and fibrinogen is extremely 
gross. With the development by Tiselius* of an 
apparatus which permits accurate study of the 
migration of molecules in an electric field, it soon 
became obvious that the serum protein consisted 
of many more individual fractions than had been 
supposed. The classification of these is still tenta- 
tive, but a brief synopsis of two hypothetical, iso- 
lated, characteristic plasmas (normal and_neph- 
rotic) is given in Table 1. 

This table is not intended to give possible varia- 
tions or the range of normal values. Actually, the 
relative proportions of the various fractions are 
more constant in normal plasma than are the ab- 
solute levels. Further details may be found in 
the paper of Longsworth, Shedlovsky and Mac- 
Innes.* 

Although it has been suspected for a long time 
that there is more than one globulin in plasma, 
the albumin hitherto has been considered to be 
an entity. It is striking that recently even very 
pure, crystalline serum albumin has been resolved 
by this method into two components, as described 
by Luetscher.*‘ 


*From the Thorndike Memorial Laboratory, Second and Fourth Medical 


Services (Harvard), Boston City Hospital, and the Department of Medicine, 
Harvard Medical School, Boston. 
fAssistant professor of medicine, Harvard Medical School; junior visiting 


physician, Boston City Hospital. 


When albumin-globulin ratios are determined 
by the usual salting-out procedures, the actual 
fractions involved are mixtures. The albumin 
fraction contains a moderate amount of globulin, 








Tasie 1. Fractions of Plasma Protein. 
OLp CLASSIFICATION New CLASSIFICATION 
NORMAL NEPHROTIC NORMAL NEPHROTIC 
FRACTION PLASMA PLASMA PLASMA PLASMA 
gm. per gm. per gm. per gm. per 
100 ce. 100 ce. 100 ce. 100 ce. 
Albumin 4.00 0.37 
Alpha 2.70 0.11 
Beta 1.30 0.26 
Globulin 2.10 2.83 
Alpha 0.46 1.47 
Beta, 0.31 0.16 
Beta, 0.55 0.92 
Gamma 0.78 0.28 
Fibrinogen 0.40 0.50 0.40 0.50 
Totals 6.50 3.70 6.50 3.70 





and the globulin fraction contains much albumin, 
as shown by Butler and his associates. ® With 
the new apparatus of Tiselius’ it is possible to ob- 
tain a sort of spectrum, which pictures the distri- 
bution of various protein fractions in a given 
plasma, much as a photospectrograph analyzes 
the transmission of various wave lengths of light 
by a certain solution. The protein spectrum so 
obtained resembles a silhouette of a mountain 
range. The various peaks in the outline indicate 
various individual protein fractions. Moreover, 
by measuring the area subtended by each peak, 
one learns the concentration of the fraction in 
question. Obviously, the area of the total sil- 
houette represents the total protein concentration. 
The silhouette or spectrum diagram can be ob- 
tained readily by using an automatic camera, as 
described by Longsworth* and by Philpot.? The 
latter’s method is the simpler and less expensive. 


When this optical analysis is made of abnormal 
plasmas, interesting results are obtained, as de- 
scribed by MacInnes and Longsworth’® and by 
Longsworth, Shedlovsky and MacInnes.* More- 
over, the urinary protein can be subjected to sim- 
ilar studies, but, surprisingly enough, is often 
normal in composition, no matter what the state 
of the plasma protein. 


Detailed studies of abnormal plasmas have 
shown that characteristic changes occur in vari- 
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ous clinical syndromes. In febrile conditions the 
alpha globulin tends to be increased. In the 
nephrotic syndrome, in myeloma and in obstruc- 
tive jaundice, there may be increase in the beta 
globulin, which is associated with blood lipids. 
Immune bodies usually appear in the gamma frac- 
tion. 

Luetscher™ has 
changes as found in several well-known clinical 
syndromes. He has shown that when the colloid 
osmotic pressure drops because of loss of albumin, 
compensatory first in the beta 
globulin and later in the alpha globulin. The 
gamma globulin is low in the nephrotic syn- 
drome. but this is of little osmotic consequence as 
compared with the changes secondary to the 
severe loss in albumin. In terminal glomerulo- 
nephritis the plasma may approximate the normal. 
In a case of amvloid disease (with tuberculous 
lvmphadenitis) the albumin was decreased and 
the gamma globulin increased. This same type 
of distortion was also found in cirrhosis of the 
liver, both in the plasma and in the ascitic fluid. 

The apparatus involved is somewhat expensive 
and at present is available only for research pur- 
poses. Because the protein spectrums so obtained 
are highly characteristic, however, it seems very 
possible that eventually the method will be used 
routinely in clinical diagnosis and in order to fol- 
low clinical progress precisely. Meantime, it 
provides overwhelming evidence of the crudeness 
of the plasma-protein analyses now in common 
use. 


summarized some of these 


increases occur 


PicMents oF HeEMATOGENOUS NATURE 


Another revision is needed in the field of cer- 
tain pigments related to, or derived from, hemo- 
globin. 


“Porphyrinuria.” For several decades, clinicians 
and pharmacologists have discussed the reddish 
color of urine which sometimes follows the tak- 
ing of drugs or even may occur spontaneously. 
Recent work has focused attention on the ex- 
cretion of porphyrins and other pigments in the 
urine of patients suffering from deficiency disease. 
For example, Spies and his associates’* have de- 
scribed a red pigment, produced by the action of 
heat on ethereal extracts of urine from cases of 
pellagra. In this disease and in several other 
conditions, the pigment has been offered as evi- 
dence of porphyrinuria. Recently, however, Wat- 
son 14 obtained from cases of alcoholic pellagra 
a red pigment that had some of the character- 
istics of indirubin, a derivative of indol. Subse- 
quently, he concluded that the pigment described 
by Spies, though differing from indirubin, was 
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nevertheless an indol derivative having the char- 
acteristics of urorosein. — 

Meiklejohn and Kark!® have confirmed these 
observations, working with urine from cases of 
endemic pellagra not associated with alcoholism. 
In these cases there was no abnormal excretion 
of true porphyrins. Such urines, however, may 
contain indican. Furthermore, they may show 
a characteristic urorosein reaction through the oxi- 
dation indol derivatives in the 
presence of hydrochloric acid. It will be remem- 
bered that indol has long been recognized as a 
breakdown product of the aminoacid tryptophane. 
When indolacetic acid is treated with nitrous acid, 
the solution turns a deep cherry red, and the pig- 
ment so formed has properties closely resembling 
the pigments now described by Spies’* as 
“porphyrin-like substances.” 

These investigations, therefore, make it seem 
probable that marked pellagra may occur with- 
out porphyrinuria. The test used by Beckh, El- 
linger and Spies’® to test urinary porphyrins has 
no direct connection with porphyrins, and these 
are better identified by some other procedure, for 
example, that of Brugsch and Keys." 


of ether-soluble 


Cyanosis of Chemical Origin. Last year T’ 
pointed out that the cyanosis induced by sulfanil- 
amide presented a fundamental paradox. Briefly 
put, the difficulty was that the oxygen-combining 
capacity of the blood of very cyanotic patients 
is nearly normal, although the spectroscope shows 
the presence of methemoglobin and sometimes of 
sulfhemoglobin. In recent work, Webb and Knia- 
zuk’* have made the following suggestions: the 
amount of methemoglobin or sulfhemoglobin pres- 
ent may or may not be enough to account for the 
cyanosis; and the cyanosis might conceivably be 
due largely to a colored oxidation product of the 
sulfanilamide. Such a colored product has not 
been identified precisely, although Marshall and 
Walzl’® have suggested “aniline black,” and Fox, 
Cline and Ottenberg*® “a purple dye.” Wendel and 
Wendel,” on the contrary, find that in some cases 
the amount of methemoglobin may be sufficient 
to explain the cyanosis, and that combinations of 
these pigments may occur. It seems more likely 
to Webb and Kniazuk that the contaminating pig- 
ments are not due directly to the interaction of 
sulfanilamide with natural substances in the body. 
They favor the explanation that a chaotic response 
by the hematopoietic system may yield abortive 
pigments related to hemoglobin. Indeed, Riming- 
ton and Hemmings” found high values for ether- 
soluble “porphyrins” in the urine of patients treated 
with the drug. 

Nevertheless, one cannot lightly dismiss the pos- 
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sibility of a dye that arises directly from the drug, 
because Barkan* has noted that under certain 
conditions blue sulfanilamide derivatives may ap- 
pear which are readily reduced to the colorless state 
or re-oxidized to the colored form. Apparently 
nascent hydrogen peroxide is responsible for the 
formation of such blue oxidation products. The 
problem is complicated by the fact that, in the 
laboratory, blood samples from treated patients 
may continue to form methemoglobin after the 
blood is drawn, probably owing to the presence 
of a sulfanilamide derivative. Furthermore, solu- 
tions of sulfanilamide may turn black, especially 
if exposed to light. Thus various factors may com- 
bine to produce clinical cyanosis in a given pa- 
tient. 

With regard to sulfhemoglobin, it must be re- 
membered that the widespread impression that this 
pigment contains sulfur has not yet been con- 
firmed. It is clear that hydrogen sulfide —in the 
presence of oxygen — forms a green pigment from 
normal blood pigment in vitro, and it is there- 
fore possible that the intestinal hydrogen sulfide 
produces sulfhemogiobin in the body. Accord- 
ing to Barkan and Schales,”* it also remains pos- 
sible that this pigment belongs to the family of 
pseudohemoglobins, which normally accompany 
the hemoglobin within erythrocytes as intermedi- 
ates between hemoglobin and bilirubin.*® Like 
hemoglobin, the pseudohemoglobins contain un- 
altered globin, but the prosthetic group is an iron- 
containing hemin derivative in which the porphy- 
rin ring is open, and hence unlike hemoglobin. 
The pseudohemoglobins are the source of the 
“easily split off” iron of blood cells described by 
Barkan,*® which, unlike hemoglobin, is ionized 
by weak acids. In the normal red cell, pseudo- 
hemoglobin combines reversibly with oxygen and 
carbon monoxide, as does hemoglobin, but the 
pseudohemoglobin has a higher affinity for carbon 
monoxide. 


Due to the effect of carbon monoxide on the 
pseudohemoglobin, as Barkan and Berger®’ pointed 
out, cases of acute carbon monoxide poisoning 
show a remarkable decrease in the amount of 
“easily split off” iron in the blood even when 
so little carbon monoxide is present as to render 
spectroscopic examination or routine chemical tests 
worthless. Indeed, Schwarz and Deckert,”** in a 
report on 80 cases of such poisoning, noted that 
this change persisted for several days after the acute 
episode. Consequently, this test may prove to be 
important as a confirmatory diagnostic procedure, 
because blood is often drawn for laboratory analy- 
sis so late that the patient has already excreted 
most of the poisonous gas.”® 
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HEMORRHAGE AND VITAMIN K 


The prevention or control of hemorrhage, which 
complicates so many clinical conditions, has been 
modified considerably by the discovery of vitamin 
K. No longer, for example, does the busy intern 
routinely prepare jaundiced patients for opera- 
tion by repeated injections of calcium salts; nor 
does he rely on the routine “clotting time” as a 
yardstick of operability in such cases. 

The rapid accumulation of knowledge about 
vitamin K has led to the development of sev- 
eral methods for determining the concentra- 
tion of prothrombin in the blood. For purposes 
of clinical investigation a rather complicated tech- 
nic is required, as exemplified by the method 
of Warner, Brinkhous and Smith.*° For a rou- 
tine clinical laboratory the test worked out by 
Quick, Stanley-Brown and Bancroft** is simpie, 
and sufficiently reliable for ordinary clinical ther- 
apy. The test is read by noting the time at which 
a clot or definite threads of fibrin appear in trans- 
parent plasma. This plasma is first prepared from 
citrated blood, and the clotting mechanism ini- 
tiated at a given instant by adding an excess of cal- 
cium and thromboplastin. The thromboplastin 
may also be freshly prepared from rabbit’s brain 
by titration with acetone.** 

Less accurate, but very convenient, is the “bed- 
side test” of Smith, Ziffren, Owen and Hoffman.** 
In this procedure a crude preparation of thrombo- 
plastin, extracted from rabbit or ox brain or lung, 
is used to indicate clotting in a small tube, which 
is tilted every few seconds. A normal blood is 
first tested, and the number of seconds (T1) re- 
quired for clotting is noted. The test is then per- 
formed in a second tube with the unknown blood 
(Tz). The “clotting activity” is calculated from 
the percental ratio of the two time intervals. In 
general, hemorrhage will occur when the activity 
is only a third to a half of normal. 

Because the prothrombin time is the net result 
of several factors, Warner** has pointed out that 
various methods may yield discrepant answers. 
Quick*® also has emphasized the calcium factor in 
quantitative determination of prothrombin. The 
methods mentioned here, however, are serviceable 
in indicating the presence of a tendency to hemor- 
rhage, and in cases of jaundice are definitely su- 
perior to the classic clotting-time methods, which 
may remain normal until hemorrhage is evident 
clinically. Even in babies from three to seven days 
old, the concentration of prothrombin may be esti- 
mated readily, as shown by Quick and Grossman.** 

Although jaundice is the chief indication for 
the employment of this test, it is also of interest in 
other conditions which affect the accumulation of 
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vitamin K. Indeed, this “anti-hemorrhagic vita- 
min of the chick,” first described by Dam and 
Schonheyder,*” ** is frequently lacking to a seri- 
ous degree in patients suffering from a variety of 
disturbances. Among these are the chronic diar- 
rheas similar to sprue, regional ileitis, hemor- 
rhagic disease of the newborn and various dis- 
eases of the liver. In treating these conditions 
with natural vitamin (Ki and Ke), with phthiocol 
or with synthetic substances like 2-methyl-l, 4- 
naphthoquinone, it is desirable to control the ef- 
fectiveness of therapy by laboratory observations 
because the response varies considerably from pa- 
tient to patient. It also varies somewhat with 
the method of administration, as described by 
Butt, Snell and Osterberg** and, more recently, by 


Snell and Butt.*° 


IopINE IN BLoop 


In thyroid disease and related endocrinological 
disturbances, there has long been confusion be- 
tween the terms hyperthyroidism, thyrotoxicosis 
and Graves’s disease. Because it has been impos- 
sible to measure directly increased thyroid hor- 
mone in the blood, many clinicians have used 
these words synonymously. During the past 
decade, however, micromethods have been devel- 
oped for determining blood iodine which yield 
consistent results. Although the normal blood 
iodine concentration is probably less than 10 
microgm. per 100 cc. (0.000,01 per cent), various 
investigators have attempted to divide even this 
small quantity into organic and inorganic frac- 
tions. The presumption is that the organic frac- 
tion reflects the concentration of circulating hor- 
mone. Long series of determinations by Gutzeit 
and Parade*’ in Breslau, by Curtis and Puppel** 
in Ohio and by Perkin and his collaborators**: ** 
in Boston all indicate that an approximate estima- 
tion of circulating hormone will be feasible in 
the near future. 

Already there are strong indications that we 
must revise our way of thinking about Graves’s 
disease by strictly separating clinical “toxicity” 
and chemical “hyperthyroidism” as two distinct 
variables which need not necessarily run parallel 
to each other. Both Curtis, Cole and Phillips*® 
and Perkin and Hurxthal,*® for example, have re- 
ported cases of Graves’s disease in which nervous 
symptoms, eye signs, goitrous swelling and tachy- 
cardia (or auricular fibrillation) were severe, 
whereas the blood-iodine concentration was nor- 
mal. In these patients, as might be expected, the 
basal metabolic rate tends to be relatively low. 

I*7 have recently pointed out that blood iodine 
may be fractionated into inorganic iodide, an or- 
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ganic iodine combination like thyroxine and an or- 
ganic iodine combination like di-iodotyrosine. 
These three fractions occur in the thyroid gland 
itself, and much fundamental work remains to be 
done in correlating the three blood levels with the 
state of the gland. 


At the moment, accurate blood-iodine determi- 
nations are available in only a few large clinics, 
but it seems clear that the information thus ac- 
quired is destined to be of considerable diag- 
nostic help in those instances in which the basal 
metabolic rate is elevated for reasons which are 
primarily extrathyroidal. Neurovascular asthenia, 
cardiac decompensation, malignant disease and 
tuberculosis are among the conditions which fre- 
quently frustrate attempts at differential diagnosis. 


The determination of total iodine may be in- 
adequate because the ingestion of iodide may 
increase this blood level more than tenfold. In 
such cases, however, the organic fraction may 
even diminish. Consequently, the tendency is to 
study organic or hormonal iodine concentration. 


It is not possible to give here detailed descrip- 
tions of the micromethods now available. Useful 
information has been obtained in this country by 
the procedures of Trevorrow,** of Perkin, of 
Curtis and Puppel** and of McClendon.*® Full 
descriptions of methodology may be found in 
books by McClendon,** Elmer? and myself." 


BENZOL AND LEUKEMIA 


Another misconception that has cost hema- 
tologists many hours and afforded law courts 
much grist for the oratorical mill is the differen- 
tial diagnosis between benzol poisoning and aleu- 
kemic leukemia. It is now clear that the two 
conditions often merge, one into the other; and 
just as senile keratoses of the skin merge into 
epitheliomas, there is no sharp delineation between 
the two states. In a highly illuminating trilogy® 
published recently and entitled “Chronic Expo- 
sure to Benzene (Benzol),” the clinical effects of 
benzol poisoning are discussed by Hunter and 
the pathologic lesions are described by Mallory, 
Gall and Brickley. These papers lead to the 
conclusion: “The evidence that chronic exposure 
to benzene produces leukemia in human beings 
is still incomplete, but it is accumulating at a rate 
and to a volume which command serious con- 
sideration.” The investigators cite cases in which 
patients previously exposed to benzol have been 
said to have had early myelogenous leukemia, 
low-grade chronic lymphatic leukemia or possibly 
early multiple myeloma. When the bone marrow 
of such patients was studied, it was found that, 
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contrary to classic opinion, hyperplastic marrow 
predominated over aplastic marrow. The degree 
of anaplasia and the number of mitotic figures 
strongly suggested malignant tissue. This type 
of bone marrow was closely similar to that de- 
scribed by Martland in cases of chronic radium 
poisoning, which also leads to prolonged stimu- 
lation of reproductive activity accompanied by 
arrest of maturation. 

The case histories of these patients, supple- 
mented by bone-marrow studies, are extremely in- 
teresting and serve to emphasize the increasing 
importance of bone-marrow biopsy in the differ- 
ential diagnosis in obscure cases. In particular, 
these studies indicate forcibly that leukemia may 
be due to a tumor of the bone marrow in which 
benzol plays the role of a carcinogen. The ob- 
vious inference is that benzol is not the sole cause 
of leukemia, but that possibly other substances 
arising from physiological sources may lead sim- 
ilarly to leukemia. 

One still hears discussions of blood findings 
which stress the occurrence of myelocytes in the 
blood as pathognomanic of leukemia. Indeed, in 
a recent address to the American Society of 
Clinical Pathologists. the chairman® said: 

Does anyone doubt that the presence of myelocytes 
and other immature cells of this series in predominant 
numbers establishes a positive diagnosis of myelogenous 
leukemia regardless of a clinician’s opinion? 

This statement is colored by an administrative 
problem concerning professional status which 
does not concern us here. Suffice it to suggest 
that hematological specialists constantly stress the 
fact that myelocytes may occur in considerable 
numbers in several conditions other than leu- 
kemia, for example in pneumonia. Furthermore, 
in myeloid metaplasia the usual therapy for leu- 
kemia may prove fatal, as pointed out by Jack- 
son.** In short, I believe that the diagnosis of 
leukemia should never be made without a com- 
prehensive survey of all the clinical data available. 
In some cases, it may be necessary even to exam- 
ine the bone marrow before the correct diag- 
nosis is reached. 


Types oF ELECTROPHOTOMETER 


A common misunderstanding encountered in 
electrophotometry at present involves the respective 
optical arrangements of the single-cell and double- 
cell instruments. Last year I’ called attention to 
the development of electrophotometers for clini- 
cal use and described the general method for the 
single-cell type. Since that time a number of 
technical details have been investigated further, 
and consequently somewhat higher precision and 
reliability are now possible. Some of these prob- 
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lems have been described by Summerson.*® He 
believes that for very careful work it is desirable 
to use a nul-point instrument in which two photo- 
electric cells are employed. Thus one can measure 
in rapid succession the color effect of the unknown 
and the standard, respectively. With this arrange- 
ment the depth of solution may be varied, and 
very high accuracy attained, as shown by Goud- 
smit.°° Furthermore, the relation between the 
scale reading and the concentration is independent 
of the depth of color in the system, so that the 
experimental accuracy is limited chiefly by the sen- 
sitivity of the photoelectric cell. The measure- 
ments are, however, independent of the actual 
value of the photoelectric-cell current, and meas- 
ure the difference in voltage between a working 
and a reference cell. Indeed, the photoelectric 
properties of the reference cell are not used. 

The use of the so-called “calibration curve” is 
eliminated, and indeed is not advised. For very 
accurate work, an unknown (X) may be com- 
pared directly with a standard (S), in much the 
same fashion as in visual colorimetry, by com- 
paring the two readings (Rx and Rs). Since 
S:X=Rs: Rx, it follows that the unknown con- 
centration 


Rx:S 
Rs 


On the other hand, the two-cell instrument may 
be used for many purposes with constant depth 
of solution. Under this condition, the concentra- 
tion is read on a logarithmic scale which is often 
directly proportional to the concentration, so that 
direct readings can be made when the scale is 
properly numbered. Interchangeable standardized 
test tubes are used to hold the unknown solution 
or standard; the latter is made up simultaneously 
with the unknown. 

ecause such readings are not influenced by 
fluctuations in the light source, there is no need 
for storage batteries or constant-current regula- 
tors. The current can be adjusted adequately by 
means of a simple potentiometer, controlled through 
a low sensitivity galvanometer. This is true be- 
cause the reference cell and the working cell re- 
act in the same way to minor fluctuations in power 
supply. In addition, the two-cell type measures 
the ratio between intensity in the same manner 
as the Doboscq visual colorimeter, which has 
greater accuracy than is obtained by using the 
difference between intensities, as is done in the 
one-cell type. In routine chemical readings only 
a single adjustment is required for each reading, 
and for many substances the concentration may 
be read directly on the logarithmic scale. 

A selective light filter which has a spectral width 
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of 50 to 75 millimicrons is used to screen out all 
light except that of the wave band to be meas- 
ured. Such filters are available for most of the 
common colorimetric procedures. 

The experience of the past year in various clini- 
cal and research laboratories has amply confirmed 
previous enthusiasm for a method which measures 
color in a tube merely on the insertion of such 
an interchangeable test tube into the instrument. 
The chief uncertainty at the moment is which 
type of instrument to choose. 


SUMMARY 


In conclusion, then, it is evident that in apply- 
ing the methods of laboratory medicine to indi- 
vidual bedside problems, the oversimplified tests 
in common use may yield misinformation unless 
interpreted in the light of basic facts. Further- 
more, because no basic fact can be trusted as 
being completely true, it is clear that constant 
vigilance must be the price of reliance on labora- 
tory methods and their interpretation. This ar- 
ticle has reviewed a few of the more recent re- 
visions in medical tests and theories which have 
been necessitated by revisions of fundamental 
science. 
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CASE 26041 
PRESENTATION OF CASE 


A fifty-five-year-old unmarried woman was ad- 
mitted to the hospital complaining of indiges- 
tion. 

The patient stated that she had always experi- 
enced occasional attacks of “indigestion” until 
fifteen years before admission when, following 
a large meal of steak and onions, she suddenly 
developed a severe attack of right upper abdom- 
inal distress with the vomiting of yellow “gall.” 
Following this attack of a few hours’ duration she 
was well until eight years before admission when 
she entered this hospital because of menorrhagia. 
She was given a sterilizing dose of x-rays to the 
ovaries, and had one period a month following 
this treatment but no vaginal bleeding since that 
time. She was well until three years before entry 
when she again began having attacks of indiges- 
tion three to four hours after eating rich foods, 
particularly fatty foods. These attacks occurred 
every six weeks, were characterized by a pre- 
liminary bloated feeling causing her to loosen her 
corset, then a dull intermittent pain in the right 
upper quadrant of the abdomen, which was not 
crampy but made her quite restless. This dull 
ache always started in the right upper quadrant, 
sometimes went through to the right side of the 
back, and on one occasion three weeks before 
admission radiated to an area between the shoulder- 
blades. The pain usually lasted about thirty min- 
utes and was relieved by vomiting. Following this 
she noted a residual “soreness” in the right upper 
quadrant for twenty-four or forty-eight hours. 
About six weeks before entry the patient noted 
the onset of periumbilical “soreness” and a feel- 
ing of gaseous distention and rumbling. There 
were no real abdominal cramps and no particular 
change in bowel habits except slight constipa- 
tion. Three weeks before admission, following 
one of these attacks, the urine was dark, the stools 
were light colored, and she became slightly jaun- 
diced. At no time did she experience chills and 
fever. She was examined in the Out Patient De- 
partment; no masses were palpated. A Graham 
test showed a gall bladder which filled but con- 
tained many stones. An appointment was given for 
admission to the hospital. Since that time the 
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patient had noted a separate midabdominal steady 
soreness, which was aggravated when lying down. 
She had lost 10 or 12 pounds in the six-week 
period before entry. She had experienced no tarry 
or bloody stools and no genitourinary symptoms 
during the present illness. 


The physical examination revealed a_ well- 
developed, moderately obese woman in no appar- 
ent distress. The examination was negative ex- 
cept for the presence of a firm, non-tender, 
grapefruit-sized mass located in the left side of 
the abdomen. The mass could be moved quite 
freely from low in the left lower quadrant to a 
point opposite the umbilicus. The liver edge de- 
scended two fingerbreadths below the costal mar- 
gin on deep inspiration. Pelvic examination was 
negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,420,000 with 
a hemoglobin of 60 per cent (Tallqvist), and a 
white-cell count of 7100. One stool examination 
gave a ++++ guaiac test. The serum van den 
Bergh test was normal, indirect, and the non- 
protein nitrogen 23 mg. per 100 cc. A blood Hin- 
ton test was negative. 

A gastrointestinal series showed moderate delay 
of the passage of barium through the small in- 
testine. All films, taken hourly, showed a loop 
of small intestine in the left midabdomen, which 
did not change during the two-hour examination. 
The loop was wide, irregular in outline, retained 
barium and coincided with the palpable mass 
which lay over the wing of the left ilium. A 
barium enema was negative. A chest plate was 
negative. 

On the ninth day an operation was performed. 


DIFFERENTIAL DracNosis 


Dr. Horatio Rocers: May we see the x-ray 
films? 

Dr. Feuix Fieiscuner: The Graham test shows 
the gall bladder filled with dye and small stones. 
The chest is negative. The examination of the 
gastrointestinal tract shows a loop of small in- 
testine moderately dilated, and several films taken 
at hourly intervals show the same loop unchanged. 
Even when the loop was empty one can see an 
air bubble which corresponds in size and shape to 
the barium-filled loop on the previous films. This 
loop coincides with the palpable mass. The ex- 
amination of the colon is negative except for a 
shallow indentation in the descending portion. 
There is moderate delay of the passage of barium 
through the small intestine. 
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Dr. Rocers: Could you say anything from 
these films about the mucosa of that loop. 

Dr. Freiscuner: There is complete destruction 
of the mucosa in the stiffened loop in the center 
of the palpable mass. There are some more loops 
probably fixed to the surface of the mass without 
appreciable destructive lesions. 

Dr. Rocers: The first part of the history is 
consistent with gall-bladder disease. The subse- 
quent course and the x-ray films show that there 
were gall stones in the gall bladder. Six weeks 
before admission a new set of symptoms began, 
which apparently increased until admission. Pre- 
sumably six weeks before admission examination 
showed no mass, but on entry there was a very 
definite mass. The symptoms which she devel- 
oped in the periumbilical region were related to the 
mass by x-ray study, and there is no reason to 
suppose that the mass was not the cause of the 
symptoms. These later symptoms are character- 
istic of small-intestine disease. Therefore, we 
must choose between one diagnosis to explain two 
quite distinct types of symptoms, or more than 
one diagnosis to account for both. 

If we must make one diagnosis and connect the 
gall-bladder disease, which we know she had, and 
the small-intestine disease, which we also know 
she had, it seems hard to think of anything but 
a gallstone ileus. There are a good many factors 
here that help, perhaps to build up a misleading 
picture of gallstone ileus. The fact that the ob- 
struction was never complete and progressive is 
characteristic of gallstone ileus, because a stone 
which is not big enough to obturate the intestine 
may be compressed by spasm, thus causing inter- 
mittent obstruction. A +++-+ guaiac test on one 
occasion is consistent with mucosal erosion from 
any cause. The general good condition of the pa- 
tient is more consistent with something which is 
of rather recent onset than with a chronic dis- 
order. The fact that the gallstone does not show 
in the x-ray films is not conclusive. Dr. Franklin 
G. Balch, Jr., found that in half the cases in our 
series which were x-rayed the stone did not show. 
The age group is characteristic of galistone ileus. 
But the x-ray picture is very disturbing if we 
try to make that diagnosis. There appears to be 
a firm mass, and destruction of a rather large 
area of mucous membrane, which is not at all 
characteristic of recent gallstone ileus. 

If we have to make two diagnoses, gall stones 
will be one in any case, and to that we must add 
some form of tumor or some form of infection or 
something quite different. If we consider inflam- 
matory disease plus gall-bladder disease, we are 
confronted with a normal white count, a normal 
chart and symptoms not suggestive of inflamma- 


tory disease. 
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The inflammatory diseases we might consider 
would be regional ileitis or possibly x-ray enteritis 
from the previous x-ray treatment, which I do not 
believe was sufficient to produce this picture after 
eight years. We do not know how near this lesion 
was to the cecum, but the story is not that of re- 
gional ileitis. By its duration it should have been 
in the acute phase, and yet the patient had no 
elevated white count or fever. 

The tumors that we should have to consider 
would be benign tumor of the intestine, possibly 
with intussusception, of which there is no evidence 
by x-ray, and malignant tumor. Carcinoma is 
rare as a primary lesion of the small intestine. 
It could be metastatic, but in that case there 
would probably be abdominal carcinomatosis, and 
this woman had not been sick long enough with 
intestinal symptoms to make one think that she 
could have had partial obstruction of the small 
bowel by carcinomatosis and nothing more to 
show for it than we have here. The pelvic ex- 
amination and the barium enema you will re- 
member were negative. 

Another malignant tumor of the small intestine 
is lymphoma. I cannot rule out lymphoma. The 
sudden appearance of the mass would be against 
it. If we have to alter something to make this 
diagnosis fit, I should be inclined to change that 
observation in the Out Patient Department that 
“there was no mass.” ‘The patient was moderately 
obese, and perhaps the mass really was there. The 
laboratory data are consistent with lymphoma. 
The x-ray picture is very suggestive of it. So 
that I think the diagnosis lies between gallstone 
ileus with a degree of damage to a loop of small 
bowel which I cannot explain, and primary lym- 
phoma of the small intestine, plus unrelated gall- 
bladder disease. I submit these two diagnoses in 
that order, remembering that, statistically at least, 
a single diagnosis is more likely to be right than 
a multiple one. 

Dr. Fietscuner: I think the x-ray findings of 
an infiltrating lesion in a loop of the lower jejunum 
or upper ileum rule out gallstone ileus. 


Dr. Ausrey O. Hampton: Besides that the gall 
bladder filled with dye and the stones are too 
small. 

Dr. Rocers: That is not an entirely valid ob- 
jection because I have seen a gallstone taken out 
of the ileum which had focal concretions that in- 
creased it to the size of a golf ball, yet when the 
mass was cut the stone itself was rather small. 

Dr. ArrHur W. Aten: Dr. Rogers is perfectly 
correct in thinking that this mass was probably 
present at the time the patient was in the Out 
Patient Department, because, in seeing this woman, 
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the mass was much more easily palpable at some 
times than at others. We must remember that 
she came to the hospital with a typical attack of 
gallstone colic, and naturally, attention was di- 
rected toward the region of the gall bladder. At 
operation we found at least three coils of jejunum 
and a segment of descending colon all matted to- 
gether. One would like to arrange a multiple- 
stage resection for this amount of disease in the 
intestine if possible, but we could not orient our- 
selves clearly enough to warrant doing any kind 
of short-circuiting procedure as a preliminary oper- 
ation. It was necessary to follow the jejunum down 
from the ligament of Treitz, and free the first loop 
from the main mass. There was an interim of 
normal bowel for approximately 60 cm., and then 
we came to the main tumor. It was also neces- 
sary to free the colon from the tumor before we 
could be sure that the mesentery of the affected 
small bowel could be safely removed. The upper 
loop of jejunum we believed was involved by 
contiguity, as was the descending loop of colon. 
The mesentery of the jejunum in the region of 
the tumor was tremendously thickened. It was 
the thickest mesentery I believe I have ever seen. 
It seemed to be very edematous. It was found 
that by resecting a segment of jejunum about 90 
cm. long we could extirpate, in one piece, the seg- 
ment containing the main tumor and that portion 
of jejunum which we believed was involved by 
contiguity. Then continuity was established by 
aseptic end-to-end suture. The involved colon was 
transected between clamps placed through a stab 
wound in the left flank, and an _ obstructive 
colostomy done. The patient is having the spur 
of the colostomy crushed at the present time. She 
has made a very good recovery. I should have 
liked to look into the pelvis, since she had been 
previously radiated for vaginal bleeding, but I 
did not believe we should explore the abdomen 
to that extent; nor did we do much about look- 
ing at the gall bladder or bile ducts. We found 
no evidence in the abdomen of extension of this 
disease beyond the area I have described. 


CurnicaL Diacnosis 


Tumor of small intestine (? lymphoma). 


Dr. Rocers’s DiaGNosEs 


Gallstone ileus? 
Lymphoma of intestine, plus unrelated gall- 
bladder disease? 


ANATOMICAL DIAGNosIs 


Malignant lymphoma (stem-cell type) of jeju- 
num. 
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PaTHOLocicaL Discussion 


Dr. Tracy B. Mattory: The various specimens 
that we received showed an extensive area of neo- 
plastic involvement of the small bowel, which was 
thickened and dilated and had the appearance 
often described as “rubber hose.” There was ex- 
tension of the tumor into the mesentery, and en- 
largement of a number of nodes deep in the 
mesenteric root. The tumor had obviously in- 
vaded the serosa of the large bowel and another 
loop of jejunum. The gross appearance was very 
characteristic of lymphoma of the bowel, and on 
microscopic examination we made that diagnosis. 
It was the least differentiated type of lymphoma, 
one which we have been recently calling the stem- 
cell type. There is no question that it was very 
rapidly growing, although I do not believe it 
was quite as rapid as the history might indicate. 

Dr. Epwarp A. Gait: May I ask the roentgen- 
ologist how many intrinsic tumors of the bowel 
produce localized dilatation in the area of involve- 
ment? 

Dr. James R. Linctey: Twenty-five per cent 
of tumors of the bowel produce dilatation rather 
than obstruction. I do not know of anything else 
that will dilate a localized loop like that. 

Dr. Mattoxy: You do not see it with inflam- 
matory lesions? 

Dr. Linciey: Not so far as I know. 

Dr. Matiory: This patient is now being re- 
ferred to the Tumor Clinic, and I presume is go- 
ing to have postoperative radiation. 

Dr. J. H. Means: Do you suppose there was 
lymphomatous involvement of the liver? It came 
down two fingerbreadths. Is that common with 
gall-bladder disease or stone? 

Dr. Matiory: Normal livers not infrequently 
come down two fingerbreadths. 

Dr. ALLEN: At operation we looked at it par- 
ticularly, and it appeared to be normal. 

Dr. Mattory: Involvement of the bowel occurs 
not infrequently in the course of general lym- 
phoma, but I think more often lymphoma of the 
bowel is a sharply localized disease; we have reason 
to believe it was in this case. 

Dr. Means: It may be followed by general 
lymphoma later? 

Dr. Mattory: Yes. You may confidently ex- 
pect such an event if there is no treatment, and 
usually in spite of treatment, although we have had 
a number of very long cures following surgical re- 
moval of lymphomas of the gastrointestinal tract. 

Dr. ALLEN: We took out all the mesentery of 
the involved bowel. We believed we could do 
this with safety, but we were cutting through 
edematous tissue. Is the mesentery involved in 


e 
i 
; 
i 
- 








152 THE NEW ENGLAND JOURNAL OF MEDICINE 


~- 


the process or was the edema due to lack of 
lymph drainage to the area? 

Dr. Mattory: There was considerable exten- 
sion of the tumor into the mesentery, but I do 
not believe that all the swelling represented tu- 
mor. As you said, it was edematous. 

Dr. Means: I should like to check on the phys- 
ical examination. Do you state definitely that 
you have seen a good many cases in which the 
liver edge was definitely felt two fingerbreadths 
below the costal margin and in which the liver 
was perfectly normal at necropsy? 

Dr. Mattory: Yes. 





CASE 26042 
PRESENTATION OF CASE 


A fifty-year-old woman was admitted to the 
hospital complaining of pain in the abdomen, back 
and legs. 

Two years before admission the patient success- 
fully underwent a Miles operation for carcinoma 
of the rectum, performed in an outside hospital. 
Following this procedure she was well, with a nor- 
mally functioning colostomy opening, until six 
months before entry, when she began having diffi- 
culty in regulating the discharge from the colos- 
tomy opening. She also began experiencing “vari- 
ous pains” in the abdomen, back and legs, which 
were not explained organically, and showed "exten- 
sive ecchymosis” with a positive tourniquet test. 
The bleeding and clotting times and complete lab- 
oratory studies were allegedly normal. Roentgeno- 
grams of the pelvis and lumbar spine and a gastro- 
intestinal series were negative. She was treated on 
the basis of having had an anxiety neurosis with a 
strong cancer phobia, and was placed for a while in 
a psychiatric institution. Therapeutic adjuvants 
were sedatives, analgesics and, occasionally, co- 
deine; Trascentin was given for the relief of in- 
testinal spasm, and Theelin injections, with the 
thought that her symptoms were aggravated by 
the menopause. She showed some improvement 
in her outlook and ability to control her symp- 
toms while in the hospital. Her condition re- 
mained approximately the same following dis- 
charge until six weeks before admission, when 
she consulted another physician and complained 
of numbness of the feet and legs, — saying they felt 
as though they were blocks of wood, — of mental 
depression with fits of crying and of pain in the 
lower back. She was wakeful, noisy and even 
hysterical. Examination failed to show any evi- 
dence of metastases, and there were no neurologi 
cal signs in her extremities. The colostomy open- 
ing appeared satisfactory and functioned well, 
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although she complained of abdominal distress. 
These symptoms continued. Beginning nine days 
before entry, tarry, and on one occasion bloody, 
stools were noticed. X-ray films of the lumbar 
spine and pelvis were again negative. She was 
then given 0.5 cc. of snake venom for its psycho- 
logical effect and with the thought that it might 
relieve her pain if there was any. She was given 
1 cc. on each of the following days, during which 
time she developed purpuric spots on the arms and 
chest. A blood examination four days before ad- 
mission showed a red-cell count of 2,300,000 and a 
white-cell count of 7100; the smear was not re- 
markable. The next day the red-cell count was 
1,700,000, the hemoglobin 30 per cent, the bleed- 
ing time 3.5 minutes, and the clot retraction nor- 
mal. The urine examination was negative. She 
received two 500-cc. transfusions of citrated blood, 
and the red-cell count rose to 2,800,000 one day 
before admission. 

Physical examination revealed 
developed, disoriented, pale woman, who was 
somewhat unco-operative and negativistic. The 
heart was slightly enlarged to the left, and there 
was a blowing systolic murmur heard to the left 
of the sternum. The blood pressure was 195 sys- 
tolic, 100 diastolic. The lungs were essentially neg- 
ative. Palpation of the abdomen was unsatisfac- 
tory. The patient was incontinent of urine dur- 
ing the examination. She complained of such in- 
tense pain in the left leg that she would barely let 
the examiner touch it. She could raise it, although 
it seemed to be more flaccid than the right. The 
biceps, triceps and radial reflexes were exaggerated 
and equal. The right patellar response was exag- 
gerated and greater than the left, which seemed 
slightly less active than normal. Visualization 
of the bowel, through the colostomy opening, with 
a proctoscope was unsatisfactory; the instrument 
could be passed only for a distance of 8 to 10 
cm. A bimanual examination, with a right-hand 
finger in the colostomy opening and the left hand 
in the vagina, revealed no masses suggestive of 
tumor, although there was a smooth, hard, fixed 
area behind the cervix which did not feel cancerous. 

The temperature was 98°F., the pulse 80, and 
the respirations 20. 

Studies of the blood revealed a red-cell count 
of 3,200,000 with 7.8 gm. of hemoglobin (photo- 
electric-cell technic), a white-cell count of 10,700 
with 86 per cent polymorphonuclears, and an other- 
wise negative smear. The urine was negative ex- 
cept for a ++ albumin test. The blood ascorbic 
acid was 0.9 mg. per 100 cc., and the blood Hinton 
test was negative. Roentgenograms of the colon 
were unsatisfactory because the tube could not 
be introduced far enough into the colostomy open- 
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ing. It passed directly downward for a distance 
of 20 cm. where it met obstruction, apparently a 
kink in the bowel as it turned upward; as fast 
as barium was introduced it returned through the 
stoma. One short length of bowel, apparently 
sigmoid, was demonstrated. Portal films of the 
skull showed no evidence of metastatic cancer; 
the pineal gland was calcified and in normal 
position. 

The patient’s condition became steadily worse, 
both psychically and physically. She died on the 
eleventh hospital day. 


DIFFERENTIAL DIAGNosIs 


Dr. Wyman Ricuarpson: When I first glanced 
at this case I decided it was very obscure. After 
looking more carefully I decided it was very sim- 
ple. If it is simple, I may be right. If it is 
obscure, I shall have to get someone to make the 
diagnosis for me. 

First, I want to take up the question of whether 
in the beginning this patient had a blood dyscrasia. 
Since thinking about it, I have been wondering 
what dyscrasia meant. I looked it up yesterday, 
and the definition I saw was “a morbid condition 
due to a toxic agent in the blood,” which is not 
the ordinary connotation of the word, but may 
in fact, in this case, be a fairly good definition. 
In regard to ecchymoses, purpura and bleeding 
tendency, did she have some type of purpura? 
She certainly did not have thrombopenic purpura, 
because of normal bleeding time, normal clot re- 
traction and normal smear, if we can assume that 
there were platelets in the smear. She could not 
have had scurvy —I think there is nothing sug- 
gestive in the history, and the blood ascorbic acid 
was high enough to rule out symptoms due to 
scurvy. That leaves us with a toxic purpura. It 
might have been due to drugs. The purpura 
might be due to snake venom. I know that 
there are snake poisons that are hemolytic; whether 
some might produce purpura, I do not know. 

In regard to some primary blood disease involv- 
ing the red cells, she did have an anemia which, 
from the levels of hemoglobin that we are given, 
was essentially normochromic. There was no evi- 
dence of severe hypochromia; on that basis I think 
we can rule out chronic blood loss. If the anemia 
was entirely due to blood loss it must have been 
a very severe hemorrhage in order to reduce the 
red-cell count to 1,500,000 or a little over. If it 
was severe hemorrhage, one would expect a reduc- 
tion in the blood pressure to shock levels, but 
the blood pressure was 195 systolic, 100 diastolic. 
Loss of blood might be a factor in the anemia, 
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but it does not seem to fit the blood picture as a 
whole. There is nothing else in the record to sug- 
gest a primary anemia. We have to leave it out. Is 
there anything to suggest a leukemic process or any 
other primary blood disease? I do not see it. 


Now I should like to go back and read the first 
two sentences of the history. “A fifty-year-old 
woman was admitted to the hospital complaining 
of pain in the abdomen, back and legs. Two 
years before admission the patient successfully 
underwent a Miles operation for carcinoma of 
the rectum, performed in an outside hospital.” 
My plan is to forget the rest of the record and 
assume that the patient had a recurrent carci- 
noma of the pelvis with pressure on the lumbo- 
sacral nerves and that she did have serious pain. 
I think it is perhaps fortunate, at least if I am 
right, that I was not able to see the patient. Hind- 
sight is better than foresight, and without seeing 
the patient it is flying in the face of Providence 
to say that the patient did not have recurrent dis- 
ease in the pelvis. That is what I am going to 
say. If so, why did she become disoriented and 
go downhill so rapidly? She did not die of hem- 
coda: because the red count tended to come up, 
if anything. What did she die of? Cerebral me- 
tastases? Certainly this is not the death of cere- 
bral metastatic disease. It is well known that a 
tumor in the pelvis may interfere with certain 
functions, and particularly with the function of 
renal excretion, and it seems quite possible that 
this recurrent tumor interfered with the function 
of the bladder. We know that she was inconti- 
nent. Was she incontinent because she had 
big, dilated bladder, with stasis, and did she 
have a marked uremia from that? It is rather dif- 
ficult to say that in this case in view of all the 
examinations that were done. One would think 
a pelvic examination, particularly, would have re- 
vealed a large distended bladder, but nevertheless 
I suggest that as a possibility. 

The other possibility it seems to me is that the 
patient had obstruction to the ureters and, with 
that, a uremia. In any case I am quite confident 
that the patient did have uremia, and that that 
explains why there was a marked hypertension on 
the first examination in the face of very severe 
anemia. That also might explain the anemia it- 
self, or part of it. Frequently with severe uremia 
there is a normocytic, normochromic anemia, 
sometimes macrocytic. There is one other state- 
ment in the examination. A “bimanual exam- 
ination revealed no masses suggestive of tumor, 
although there was a smooth, hard, fixed area be- 
hind the cervix which did not feel cancerous.” | 
do not know, but I suppose postoperative scar 
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tissue may feel hard. To my point of view it 
might well have meant cancer. 

They did not determine the prothrombin level. 
Might liver disease explain the bleeding tendency? 
That is going too far afield. There is no evidence 
of metastases in the liver, and I think it is foolish 
to bring that in at all. 

I am going to say that the patient had recurrent 
carcinoma in the pelvis. I am not quite sure why 
the bleeding from the gastrointestinal tract was 
so marked, but it is known that if one has uremia, 
one may get bleeding from the gastrointestinal 
tract, with or without ulcers. One cannot say 
much more about it than that. I am going to 
predict that she had recurrent carcinoma in the 
pelvis with uremia due to obstruction to urinary 
outflow, either because of bladder dysfunction or 
ureteral obstruction. That is what I call the 
simple answer. 

Dr. Tracy B. Mattory: Do you care to voice 
an opinion as to whether she had schizophrenia? 
I cannot prove the point. 

Dr. Ricuarpson: I should hate to give that opin- 
ion without at least talking to the patient. 


CurnicaL DIAGNosIs 


Recurrent carcinoma of rectum? 


Dr. RicHARDSON’s DIAGNOSES 


Recurrent carcinoma in pelvis. 
Uremia due to bladder dysfunction or ureteral 


obstruction. 


ANATOMICAL DIAGNOSES 


Carcinoma of sigmoid, with extension to pelvic 
tissues and obstruction of ureters. 

Hydroureter, bilateral. 

Hydronephrosis, bilateral. 


Jan. 25, 1940 


Hypoplasia of bone marrow. 

Bronchopneumonia. — 

Arteriosclerosis, aortic, coronary and cerebral, 

slight. 
Infarction, left optic thalamus. 
Operative scar: resection of rectum and colos- 
tomy. 
ParuHo.ocicaL Discussion 

Dr. Matitory: The postmortem examination 
did show carcinoma which massively involved the 
pelvis. It may or may not have been recurrent. 
Our feeling was that it probably was not but was 
a cancer in a new area of bowel. In the sig- 
moid, about 10 cm. from the colostomy opening, 
was a tumor which involved all layers of the in- 
testinal wall and which had all the appearances 
of a primary carcinoma. This was unquestion- 
ably the source of the continued intestinal bleed- 
ing. It was in direct contact with a mass of tu- 
mor which completely encircled the pelvis and un- 
questionably involved all the nerves that passed 
through the pelvis and also both ureters. Above 
the point of obstruction the latter were markedly 
dilated, and there was bilateral hydronephrosis. 
So far as the anatomical evidence can be of- 
fered for uremia I believe she had it. I am not 
entirely certain about the cause of the anemia. 
Certainly the renal insufficiency was a_ possible 
factor. On the other hand, the bone marrow was 
quite markedly hypoplastic, more so than I can 
remember having seen in ordinary renal insufh- 
ciency; so that I am tempted to believe that some 
other toxic agent may have caused the hypoplasia 
of the bone marrow. The brain was negative 
except for moderate arteriosclerosis of the vessels 
at the base and a small area of softening in the 
left optic thalamus. 
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REPORTS ON MEDICAL PROGRESS 


THE new series of progress reports has already 
entered into its second year, and the Journal takes 
this opportunity of expressing its appreciation to 
the fifty odd contributors who have made and 
continue to make this feature possible. Various 
letters to the editor and numerous requests for 
reprints, received from all parts of the country 
by the authors, attest to the popularity of these 
reviews, and the editorial staff is firmly con- 
vinced that this method of commenting on current 
medical trends should be continued. In the scheme 
for the current year, new topics will replace those 
of last year in which advance has been, of neces- 
sity, relatively slow, and large topics, such as 
cardiovascular disease and arthritis, will be cov- 
ered from a somewhat different point of view. The 
eflort to make the reports of value to the prac- 
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ticing physician has apparently been successful, 
but the Journal welcomes suggestions in regard 
to titles and to the method used in presenting the 
material. 

For those physicians who wish to obtain the re- 
ports in bound form, arrangements for reprinting 
were made with Little, Brown and Company, of 
Boston, and the book, Reports on Medical Progress 
— 1939, has already been offered for sale at a rea- 
sonable figure. As a year-book the volume is 
unique for it covers progress in all branches of 
the medical profession in a way that should appeal 
not only to the physician in general practice but 
to the specialist who wishes to keep in touch with 
fields of medicine other than his own. 





SOCIAL HYGIENE DAY 


Fesruary first has been designated as Social 
Hygiene Day. Throughout the country there will 
be meetings, radio talks and demonstrations to 
inform the public as to the work which the na- 
tional and state societies are doing. 

What, exactly, is “social hygiene,” and in what 
activities are the societies that bear its name en- 
gaged? Hygiene, according to Webster, is the 
“science of the preservation of health”; the limit- 
ing adjective, “social,” may be interpreted broadly 
as the relation between men and women. Social 
hygiene, therefore, may be defined as the science 
of preserving a healthy attitude toward the sex- 
ual aspects of life. Although it has to do essen- 
tially with the sexual relations of mankind, it is 
not limited to a consideration of the procreative 
act alone. Its purpose is the development of a 
sound attitude toward ali the problems connected 
with sexual life. 

The activities of the societies for social hygiene 
branch out in various directions. One important 
function is the prevention of genitoinfectious dis- 
eases through the education of youth. The actual 
treatment of these infections is left very properly 
in the hands of physicians, clinics and the state 
boards of health. Another function is the estab- 
lishment of personal counseling services to which 
individuals who are unhappy because of sexual 
maladjustment can apply for help. The prob- 
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lems encountered are those that trouble many un- 
married people, as well as those of maladjustment 
in marriage, which if unchecked lead to the divorce 
court. Many of the latter are not primarily related 
to sexual matters alone, but have to do with eco- 
nomic causes, uncongenial employment and other 
stresses that crack the solidity of married life. 
Other activities of social-hygiene agencies vary 
from studies of the care of syphilitic mothers to 
the closing of unsavory places of entertainment. 

The measures employed for these purposes are 
largely of the educational type. The distribution 
of literature, such as the pamphlet, Growing Up 
in the World Today, and various others on syph- 
ilis and gonorrhea, is supplemented by the lend- 
ing of books from a carefully chosen library. Lec- 
tures are given on syphilis and gonorrhea, on boy 
and girl interrelations, on preparation for marriage 
and on marriage adjustment. Some five hundred 
of these lectures are given annually by the Massa- 
chusetts Society for Social Hygiene; the audiences 
consist of clubs of boys or girls, students in high 
schools, normal schools and colleges, church 
groups, parent-teacher associations and women’s 
clubs. During the past year, the Massachusetts 
society, in conjunction with the Committee on 
State and National Legislation of the Massachu- 
setts Medical Society, sponsored a bill which re- 
quired premarital examination for the detection 
of communicable diseases, including syphilis. 

The Massachusetts Society for Social Hygiene is 
afhliated with the American Social Hygiene Asso- 
ciation and in turn has affiliations with several 
local social-hygiene committees —in Springfield, 
Holyoke, Pittsfield and Cambridge. For the work 
done in Greater Boston, the society receives sup- 
port from the Community Federation, of which 
it is a member agency. From this fund and from 
other sources it derives the money with which 
to carry on a broad educational program. It is 
impossible to estimate the actual returns from 
the expenditure of this money; one can only point 
to the increased demand for lecturers and insti- 
tutes and to the awakened interest shown by 
women’s clubs and employers in the problems 
created by genitoinfectious diseases and in the 


measures that may be taken to lower their inci- 
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dence. Furthermore, the requests for advice from 
the personal counseling service are more than 
can be met. 

There is a demand for services such as the 
social-hygiene societies are equipped to render. 
It is to be hoped that the desire for economy now 
spreading throughout the country will not result 


in a curtailment of their activities. 





ADDITIONAL SERUMS 
FOR THE TREATMENT OF 
PNEUMOCOCCAL PNEUMONIA 


Tue facilities available to Massachusetts physi- 
cians for the treatment of pneumococcal pneu- 
monias continue to increase. An announcement 
in this issue of the Journal states that, in addi- 
tion to therapeutic serums for three additional types 
obtainable under the usual restrictions, those for 
ll other types of pneumococci will be supplied 
by the Massachusetts Department of Public Health 
in those cases in which the organism is found in 
the blood, spinal fluid or peritoneal cavity. 

Sulfapyridine alone is finding a place in the 
treatment of pneumococcal pneumonia, but in cer- 
tain cases therapeutic failures will result if specific 
serum is not also used. Certainly, when the or- 
ganism is found to be causing a bacteremia, men- 
ingitis or peritonitis, every useful method should 
be used to save the life of the patient, and it is 
gratifying to know that serums will be easily ob- 


tainable for such cases in the future. 





MEDICAL EPONYM 
AscHorFr Bopigs 


These structures were first described by Lud- 
wig Aschoff, then professor of pathology at 
Freiburg, in an article entitled “Zur Myocardi- 
tisfrage (The Problem of Myocarditis)” which 
may be found in the Verhandlungen der deutschen 
pathologischen Gesellschaft (8: 46-53, 1904). A 
section is translated as follows: 

We succeeded in finding peculiar nodules which 
seemed to be specific for rheumatic myocarditis. These 
nodules were clearly marked, it is true, in only two 
cases of recurrent endocarditis, but corresponded in 
their location exactly to the cellular proliferation found 
in other cases. They usually lay in the neighborhood 
of small or medium-sized blood vessels and often 
showed the most intimate relation to the adventitia of 





















oo) mame eee 








these vessels, or there was found simultaneous involve- 
ment of all layers of the blood vessels, such as has 
been described in arteritis nodosa. The nodules are 
extremely small, at most submiliary in size, and arise 
through the collection of notably larger elements with 
one or more abnormally large, slightly notched or 
polymorphic nuclei. The aggregation of cells often 
occurs in the form of a fan or rosette. The periphery 
is formed by the large nuclei; the center by the con- 
fluent protoplasm of the cells which often seems to 
stain weakly or otherwise appears to be a_ necrotic 
mass. The fan-shaped foci recall, when superficially 
observed, the tiny necrotic areas of gout with the 
peripheral cell mantle as they are frequently found in 
gouty kidneys. 





MASSACHUSETTS MEDICAL SOCIETY 


—_——_. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Raymonp §. Titus, M.D., Secretary 
330 Dartmouth Street 
Boston 





FaraL PuERPERAL Sepsis 
FoLLowinc NorMat DELIVERY 


Mrs. M. A., a twenty-nine-year-old primipara, 
was admitted to the hospital February 3, 1912, in 
active labor. The expected date of confinement 
was January 22, her last period having begun on 
April 15, 1911. 

The patient’s family and past histories were not 
recorded. There had been no complications dur- 
ing this pregnancy. 

The physical examination on entry was nor- 
mal. The lungs were clear and resonant; there 
were no rales. The heart was not enlarged; there 
were no murmurs. The pelvic measurements 
were normal. The baby was in an OLA position, 
and the head was engaged. 

After ten hours of active labor the baby was 
delivered spontaneously. There were no lacera- 
tions. The mother’s condition following delivery 
was good. 

On the fourth postpartum day, she complained 
of a sore throat and had a chill, with an elevation 
of the temperature to 104.4°F. The abdomen was 
tender in both lower quadrants. The lochia was 
thick, dark and foul smelling. The following day, 
February 8, there was marked tenderness and 
spasm in the lower abdomen. Moderate disten- 
tion was relieved by enemas and flaxseed poul- 
tices. An intrauterine douche of sterile water was 
given, followed by one of alcohol. Morphine was 
used for pain. By February 12, nine days after 
delivery, the patient had developed a mass in the 
left lower abdominal quadrant. Vaginal examina- 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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tion disclosed a mass the size of a cocoanut, which 
was tender and non-fluctuant. 


During the course of the next ten days the pa- 
tient seemed to recover from the peritonitis but her 
temperature and pulse remained elevated. Her 
abdomen was flat, soft and non-tender. Vaginal 
examination revealed that the pelvic mass had 
involuted and was the size of a hen’s egg. The 
right vault was free. The patient was given 
strychnine, digitalis and caffein for stimulation. 
Brandy was administered freely. 


The heart by February 27, twenty-four days 
post partum, was enlarged and evidently failing 
rapidly. The pulse was of poor quality. A diag- 
nosis of myocarditis was made. Two days later 
she developed pulmonary edema and died. The 
diagnoses were streptococcal tonsillitis, parame- 
tritis and septicemia. 


Comment. This case was another which oc- 
curred in 1912 during a hospital epidemic. It is in- 
teresting that the temperature did not rise until 
the fourth postpartum day. In such epidemics, 
infection may occur at any time during the hos- 
pital stay. A sterile douche was used, with no 
more effect than we now know we should expect. 
In cases such as this one, in which the patient 
survives for as long as three weeks after the onset 
of the infection, recovery frequently occurs. In 
this case, not only did an apparent septicemia 
exist but also a parametric infection, as evidenced 
by the mass palpable in the left lower quadrant. 
Such masses should always be treated conserva- 
tively except those which develop into pelvic ab- 
scesses and hence require surgical drainage. 





STATED MEETING OF THE COUNCIL 


A sraTep meeting of the Council will be held 
in John Ware Hall, Boston Medical Library, 8 
Fenway, Boston, on Wednesday, February 7, at 
10:30 a.m. 

BUSINESS 
1. Call to order at 10:30 a.m. 
2. Presentation of record of last meeting (published 
in New England Journal of Medicine 221:699- 
703, 1939). 
3. Report of auditing committee and of treasurer. 
4. Reports of standing committees and special commit- 
tees. 
5. Appointment of delegates. 
a. To the House of Delegates, American Medical 
Association, for two years from June 1, 1940. 
b. To the annual meetings of the five New England 
state medical societies in 1940. 
c. To the Annual Congress on Medical Education 
and Licensure, American Medical Association. 
6. Incidental business. 
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Councilors are asked to sign one of the two at- 
tendance books before the meeting. The Cotting 
Luncheon will be served immediately after the 
meeting. 

ALEXANDER S. Beco, Secretary. 





RESOLUTION BY THE MIDDLESEX EAST 
DISTRICT MEDICAL SOCIETY ON 

THE DEATH OF 

GEORGE NATHANIEL PLUMMER MEAD 


George Nathaniel Plummer Mead, for forty- 
seven years an honored member of Middlesex East 
District Medical Society, died December 15, 1939. 
He was born in Concord, New Hampshire, Feb- 
ruary 18, 1859, and spent his boyhood there. He 
was graduated from Harvard College and Har- 
vard Medical school, beginning the practice of 
medicine in Everett, Massachusetts. In 1896 he 
moved to Winchester, taking over the practice of 
Dr. Daniel March, and he remained a citizen of 
that town for the rest of his life. 

Dr. Mead retired in 1929 after forty-one years of 
busy practice. He had the best interests of this 
society at heart and was always active in promot- 
ing medical progress. As the need for hospital 
facilities became more urgent he worked to estab- 
lish in Winchester, first, a cottage hospital, which 
was opened in 1912, being sponsored by the Visit- 
ing Nurse Association, and, after that, the present 
modern, adequate institution. He was a good citi- 
zen, a loyal friend, a kind and generous man. 
His relations with his fellow practitioners were 
always guided by the highest medical ethics. He 
was respected and beloved by a large clientele. 
Therefore, be it 

Resotvep, That in the death of Dr. Mead this 
society record the passing of a loyal and honored 
member, a kind and generous friend. 


Mitton J. Quinn, 
Ricuarp J. Ciark, 
Dantet C. DENNETT. 





DEATHS 


LANE — Water A. Lane, M.D., of Milton, died Jan- 
uary 21. He was in his sixty-eighth year. 

Born in St. Louis, Missouri, he graduated from Hyde 
Park School in Chicago. He attended Dartmouth Col- 
lege and received his degree, cum laude, in 1899 from 
the Harvard Medical School. Dr. Lane served his intern- 
ship in 1898 and 1899 at the Boston City Hospital and 
began practice in Milton in 1900, For a short time after 
receiving his degree he served as an assistant in chemistry 
at Harvard Medical School. 

Dr. Lane was a fellow of the Massachusetts Medical 
Society and the American Medical Association, and was 
a member of the New England Pediatric Society. He 
served as vice-president of the Massachusetts Medical So- 
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ciety in 1932 and 1933, as chairman of the Committee on 
Public Relations from 1932 to 1937 and as a delegate to 
the House of Delegates of the American Medical Asso- 
ciation in 1937, Dr. Lane had also served as president 
of the Norfolk District Medical Society and was a coun- 
cilor from that district at the time of his death. He held 
memberships in various organizations, including the Dor- 
chester Medical Club and the Boston Clinical Club. 

Dr. Lane was a director and consultant of the Sharon 
Sanatorium and a member of the staffs of the New Eng- 
land Deaconess and Faulkner hospitals. From 1906 to 
1924 he had served as Milton school physician. 

His widow, a son and a daughter survive him. 





McINTIRE —Georce F. McIntire, M.D., of West 
Barrington, Rhode Island, died January 9. He was in his 
seventieth year. 

Born in Worcester, he received his degree from the 
Harvard Medical School in 1908. He was a fellow of 
the Massachusetts Medical Society and the American 
Medical Association. 

Dr. McIntire was a founder of the Cambridge City 
Hospital and had practiced surgery in Boston and Cam- 
bridge. 





NYE — Harry R. Nye, M.D., of Leominster, died Jan- 
uary 8. He was in his sixty-ninth year. 

Born in Coventry, Vermont, he received his degree 
from the University of Vermont College of Medicine in 
1900. He served his internship at the Mary Fletcher Hos- 
pital in Burlington, Vermont, and had practiced in Leom- 
inster since 1902. Dr. Nye was a member of the staff of 
the Leominster Hospital for twenty-seven years. 

He was a fellow of the Massachusetts Medical Society, 
having served as a councilor and also as past president of 
the Worcester North District Medical Society. He was 
also a fellow of the American Medical Association. 





MISCELLANY 


ANNUAL MORTALITY SUMMARY FOR 1939 

Deaths in eighty-eight major cities during 1939 were 1 
per cent over the 1938 figures, according to preliminary 
reports recently made public by Director William L. Austin, 
Bureau of the Census, Department of Commerce. The 
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infant death rate in these cities was slightly lower last 
year, compared with 1938. 

Deaths in the eighty-eight cities totaled 429,419, com- 
pared with 424,348 reported for 1938. The weekly death 
totals reported in 1939 were consistently lower than the 
average totals for the preceding three years from January 
to July, inclusive. During the rest of the year, however, 
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they were closely similar to the averages of the preceding 
three years. The more favorable mortality record is due, 
probably, to the smaller number of deaths from influenza 
and pneumonia during the winter and to the less extreme 
heat conditions during the summer. 

The 25,713 infant deaths reported for 1939 represent a 
decrease of 1446, or 5.3 per cent, from the 27,159 reported 
for 1938. On the basis of estimated number of births 
there were, in 1939, 41 infant deaths for each 1000 births. 
Although this figure is provisional, it indicates a slight 
decrease in infant mortality when compared with the com- 
parable provisional rate of 43 for 1938. 

In the comparison of infant rates for different cities, 
certain considerations must not be overlooked. The ef- 
fect of differences in sex, age and racial composition of 
different cities must be evaluated before valid compari- 
sons can be made. — Bureau of the Census. 





NOTE 

At a recent meeting of the Harvard Chapter of Alpha 
Omega Alpha, the following men from the fourth-year 
class of the Harvard Medical School were elected to 
membership: William Bacon, Addison G. Brenizer, Jr., 
Thornton Brown, Bernard D. Davis, Francis T. Gephart, 
Bernard German, Charles H. Herndon, William F. 
Hickey, Edward Meilman, Ernest Millard, Gordon S. 
Myers, Edward L. Pratt, Charles W. Sorenson and 
Thomas H. Weller. 





CORRESPONDENCE 


TREATMENT OF PNEUMOCOCCAL 
PNEUMONIA 
To the Editor: The Massachusetts Department of 
Public Health is making some changes in its program 
for the treatment of pneumonia and is providing, under 
certain restrictions, serums of additional types. The new 
program includes: 
|. The provision, as in previous years, of concentrated 
therapeutic (horse) serums for Types 1, 2, 5, 7 and 8, 
obtainable for the treatment of patients with infections 
due to one of these types, as determined by an approved 
typing laboratory. 


2. The provision of concentrated therapeutic (rabbit) 
serums for Types 4, 9, 14 and 18 on the same basis as 
indicated above. 

3. The provision of concentrated therapeutic (rabbit) 
serums for all other types for patients with bacteremia, 
meningitis or peritonitis due to one of these types, 
the determination of which has been made by an ap- 
proved typing laboratory. 

4. A new circular describing the use of sulfapyridine: 
this drug appears to be valuable in the treatment of 
pneumococcal pneumonias. 

5. A revision of the serum circular which is dis- 
tributed with all specific horse serums provided by the 
department. 

6. Revised case-report forms, supplied by the depart- 
ment, which must be completed and returned to the 
department for all serum-treated cases. 


7. New receipt forms, which must be signed by the 

physician receiving the serum and by the issuing 

agency. 

The distribution of therapeutic horse serums will be 
continued as in previous years through typing labora- 
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tories. Therapeutic rabbit serums for Types 4, 9, 14 and 
18 will be available only through the five typing labora- 
tories from which Type 14 was supplied last season. All 
other therapeutic rabbit serums will be available from 
only two points: the Bacteriological Laboratory at the State 
a Boston, and the Westfield State Sanatorium, West- 
held. 


The rabbit serums are being purchased, and the amount 
of money available for this purpose may not suffice for 
all demands. Therefore the continuation of this service 
will depend greatly on the conservation of funds effected 
through the prompt return of any unused serum. 

Copies of the new sulfapyridine circular and the revised 
serum circular are being mailed to all physicians in the 
State and are also available at the approved typing labora- 
tories. Additional copies of these circulars and a list of 
the laboratories at which the various serums may be ob- 
tained will be furnished by the department on request. 


Paut J. Jakmaun, M.D., 
Commissioner of Public Health. 


State House, 
Boston. 





HEALTH SERVICE, INCORPORATED 


To the Editor: It appears that a group of members of 
the Massachusetts Medical Society proposes to engage a 
charitable (?) corporation known as Health Service, In- 
corporated, organized for the purpose of selling medical 
and surgical services on a yearly basis to any and all who 
may qualify and are able to pay the annual charge. This 
is a mutual arrangement in that receipts are to be divided 
on a pro rata basis. 


As with the Blue Cross organization, this service will 
doubtless soon be on the market, duly advertised through 
the newspapers and by agents who will solicit “business” 
throughout the community in stores, churches and factories 
and from door to door. 

This movement should be seriously scrutinized, for it 
promises to go far. It accepts all able-bodied individuals 
with incomes up to $3500 per year; but not those too poor 
to pay the fees, or those who fail to pass a physical test. 
These happily will still be taken care of by free clinics 
and general practitioners as usual. 

This project should be scrutinized from three angles. 
The first concerns its relation to traditional standards of 
medical ethics as to advertising medical services and so- 
liciting trade by ordinary business methods. It is obvious 
that if a group of five can do this, so can a group of three 
or two—or even one individual. Why may not I, as a 
member of the Massachusetts Medical Society, in good and 
regular standing, engage a business agent to advertise and 
sell my services on a basis of annual fees, in competition 
with the parent organization? I might strike legal diff- 
culties to be sure, but that is not the question. 

Secondly, I may have to do something of the sort or 
give up the practice which I have acquired over a period 
of forty years, and which I see seriously jeopardized by a 
number of factors which hardly need to be mentioned. 

Already, under the Blue Cross, inroads are being made 
upon private practice, far more serious than has been gen- 
erally recognized. The patient, I have frequently ob- 
served, having bought hospital insurance naturally picks 
out his hospital first and regretfully finds a doctor or 
surgeon assigned to him out of a staff from which his own 
doctor is excluded. The latter, however, is invited to 
call, and tries not to wince when the staff doctor takes 
all the fees. He is hopeful that his patient will come to 
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him later, but alas, the ethical (?) follow-up letter, so 
popular now with most consultants, takes care of that. 
“In the interests of science,” he is told, he should come in 
for a periodic checkup. 

In the present state of competitive medicine one some- 
times doubts cert.in philanthropic declarations. The 
general practitioner knows at least that his income has 
been derived largely from families in the lower income 
brackets — if $3500 per year may be so termed. Apparent- 
ly this entire class is to be taken right out from under his 
eyes—in the name of philanthropy —or else? 

The question will be asked: Why not join 
ciates and get yours while the getting is good? And this, 
we must admit, smacks of worldly wisdom. Obviously, 
if others can do it, so can we — or J; and the course seems 
clear and inevitable — that is, if the Society and the State 
approve. 

The third consideration (or perhaps this should be the 
first) is the welfare of the patient. This of course is put 
forward as the object and purpose of the whole business. 

But business it appears to be, first, last and all the 
time. It cuts across and tends to jeopardize every legiti- 
mate private practice. It tends to a dictatorship in a close 
corporation organized upon a groundwork of rules and 
restrictions determined by the “higher ups.” The aver- 
age conscientious general practitioner, it seems to me, 
would feel himself often unpleasantly handicapped — let 
us say —by the three-mile limit or being told just who 
and who not to use in consultation. 

The very principle upon which good medical ethics has 
been based in the past seems to be at stake; namely, that 
the close friendly relation and personal responsibility be- 
tween patient and physician should be guarded in every 
possible manner. 

And so we hesitate: Is it because we are old fashioned 
and have a sort of lingering horror of introducing com- 
mercial methods into the practice of a profession to which 
one has given the better part of a lifetime? Do we see 
this kind of medical practice at the crossroads? Are we 
saying “goodbye forever” to that form of professional 
brotherhood which has characterized our cult from the 
days of Hippocrates? And are we entering now into a 
mad competitive struggle for the spoils of war — char- 
acteristic of a modern age which says — well — never 
mind what it says! 

We well recognize that the whole problem revolves 
about the patient’s best welfare. But this, I am sure, has 
always been the first consideration, with every general 
practitioner worthy of the name. Can we continue to 
trust that worthy instinct as we have done in the past and 
— will it be improved by regimentation? 


Wittiam W. Harvey, M.D. 


the asso- 


114 Fenway, 
Boston. 


To the Editor: As a practicing physician I am much 
interested in the letter with accompanying explanation 
_of the health-service plan, which appeared in the De- 
cember 7 issue of the Journal. The letter suggests will- 
ingness to elucidate the plan further, if it is desired, and 
certainly more light is needed by some of us. 

The scheme is described as a “budgeted health-service 
plan,” and in any such plan what one wants to know is 
how to pay the bill or how to budget whatever cost 
there may be. If I were a patient asking to know how 
to budget my already insufficient income, I should get 
very little assistance from the explanation in the Journal. 

The analysis presented is so inadequate that one may 
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well question the soundness of the reasoning based there. 
on. The first sentence in the explanation begins: “Be. 
cause of the increasing cost of good medical care.” The 
statement would be even more nearly true if it began: 
“Because of the increasing cost of government,” or “Be. 
cause of the increasing difficulty of keeping a job.” 
Budgeting is important, but having an income to budget 
is more fundamental. What I mean is that much of the 
proposed action to enable people to pay for the cost of 
sickness is, although sometimes called too radical, as 
superficial as the polish on an automobile, when its effi- 
cacy in solving any real problem is considered. 

Even if the statement began “Although the cost of 
medical care has been cut in half,” — which it has not 
been, —the conclusion of the statement— “many indi- 
viduals today, who are self-supporting in the absence of 
sickness, are forced to become charity patients when con- 
fronted with serious illness” — would still be true. Also 
the explanation gives no actuarial basis for the scheme. 

It is stated: “Constructive criticism by the profession is 
eagerly desired.” My only suggestion is that the pro- 
ponents of the scheme state clearly in detail what it is 
they are going to do, and then we can all be in a better 
position to judge what they are likely to accomplish. Just 
now the statement fails to explain too much that needs 
expansion in order for a cautious person to have con- 
fidence in the practicability, much less in the substantial 
advantage, of the scheme. 


STEPHEN RusHMore, M.D. 


520 Commonwealth Avenue, 
Boston. 


To the Editor: My attention has been called to Dr. 
David Sherwood’s letter concerning Health Service, In- 
corporated, in the January 18 issue of the Journal. Dr. 
Sherwood thinks it is unfair for a lay organization such 
as Health Service to describe its service to the public in 
order that subscribing groups may be formed by those 
who wish to avail themselves of this service, and believes 
this situation deserves a protest. 

The protest, I assume, is directed to Health Service, and 
I accordingly accept it. {In so doing I wish to express 
the point of view of Health Service and, I believe, many 
of the lay public concerning certain questions which 
are of importance to the medical profession and which 
must necessarily be met in establishing a voluntary, 
self-supporting plan for budgeting the costs of medical 
care, 

Payment of doctors’ bills by families whose incomes 
are above the charity level often entails major financial 
difficulties. Many people in this income group delay in 
seeking medical care, curtail the amount of service sought 
or request charitable medicine from the profession or 
community. It is, therefore, to the interest of this portion 
of the public, to physicians and to the public which sup- 
ports charitable medicine that the cost of distributing 
medical services be established in order to permit the 
provision of readily available and adequate medical care 
financed by those who receive it. If this is to be done on 
a voluntary basis, the consumers of the service must vol- 
untarily form groups so as to provide an average cross 
section of health and It is difficult to see how 
such groups can be formed, so that the medical service 
may be available to the public, without presenting to and 
discussing with the public the details of the service. If 
groups of the public want this service, it is to their inter- 
est to see that its availability is appreciated, for the suc- 
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cess of the service and, therefore, the benefit to the pub- 
lic depend on the membership’s being large enough to 
provide sound actuarial management. 


To help clarify the question raised about solicitation, 
attention may be called to the fact that Health Service, or 
the White Cross, was organized by lay representatives of 
the public in response to a demand voiced by numerous 
lay groups. After organization, Health Service sought 
appropriate arrangements with members of the medical 
profession for providing medical care to its subscribers. 
As has been commented on in the Journal, the arrange- 
ment first contemplated was not approved by the Com- 
mittee on Public Relations of the Massachusetts Medical 
Society and by other groups of physicians on the ground 
that it did not provide for adequate service. Accordingly, 
Health Service consulted a group of physicians concern- 
ing the manner in which adequate medical care could be 
provided to its subscribers. Finally, after this group had 
consulted with physicians engaged in various branches of 
medical practice, an agreement was entered into between 
Health Service, Incorporated, and Medical and Surgical 
Associates for the provision of medical care to members 
of Health Service by duly licensed physicians. The major 
considerations determining the manner in which the 
medical care was to be provided and the details of the 
various agreements were presented to the medical pro- 
fession in the December 7 and 21 issues of the Journal. 
The adequacy or quality of the medical care that should 
be available under these» agreements has not, I believe, 
been questioned. 

The question raised by Dr. Sherwood was considered 
very carefully with the aid of legal and professional ad- 
vice. Indeed, our appreciation of the importance of con- 
forming to and protecting medical ethics was one of the 
major factors determining the final organization of Health 
Service, Incorporated. We believe that Health Service can 
describe the service which it makes available to the pub- 
lic and assist in the necessary organization of groups of 
subscribers in a spirit of rendering a non-profit public 
service without conflicting with or “undermining” medi- 
cal ethics. We appreciate that the profession should be 
concerned lest desirable ethical principles be transgressed. 
At the same time, we would regret any unwarranted pro- 
test by the profession which might embarrass the ethical 
performance of a public service. 

Other protests have reached us, which we believe also 
reflect a misunderstanding of our purpose. Some com- 
plaint has been made that the income limit of $3500 per 
family is too high an income for eligibility to member- 
ship in this service. In considering this point it should 
be understood that this service is not intended for per- 
sons who fall into the class of those justly receiving chari- 
ty medicine. It is interesting to remember that today in 
the City of Boston persons from families whose incomes 
are as high as $50 a week or $2500 a year are admitted to 
charity service. Since this is so, a service for persons above 
the charity level should be permitted. There is, of course, 
the possibility that the distribution of costs under Health 
Service’s plan will permit persons now receiving charity 
medicine to become paying patients, But it is unreasonable 
to ask a financially self-supporting service to restrict its 
membership almost entirely to people who today when 
confronted with serious illness fall within the charity 
group. Different points of view should always be of 
interest because they are usually informative. It is, 
therefore, of interest that laymen are objecting to the 
arbitrary limit of $3500 on the ground that their need 
of this service and their interest in its financial stability 
demand raising it to an appreciably higher figure. 
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The question of financial stability of such a service is 
of course a matter of no little concern to the profession 
for at least two reasons. First, unless such services are 
soundly financed, the remuneration of doctors is inade- 
quate and the standards thus set may have a detrimental 
effect on professional remuneration in general. Second, 
in so far as voluntary schemes fail financially, the evi- 
dence supporting the need for governmental compulsory 
systems becomes more convincing to the public. 

Those concerned with establishing this service have, of 
course, been deeply concerned over assuring its financial 
soundness. This is an additional reason why the organi- 
zation of the medical service is of prime importance. An 
effective administration unit is essential. The evidence 
that we have thus far been able to obtain clearly indicates 
that at the inception of the plan an unlimited choice of 
licensed physicians by subscribers is incompatible with 
solvency. The application of this latter principle would 
result almost certainly in such uneconomical functioning 
that a fair remuneration to the physicians rendering serv- 
ice to subscribers would be impossible. In so far as this 
might involve all physicians, the interests of all physicians 
would be jeopardized. It is this aspect of the organiza- 
tion of such services either by the government or by medi- 
cal societies that introduces a lack of economy and eff- 
ciency that renders such services radical ventures. We be- 
lieve that such limitation in choice of physician as is con- 
templated in this service is in the interests of conserva- 
tism, of financial solvency and of the medical profession. 
If the White Cross plan succeeds and as the service grows, 
obviously a larger and larger percentage of the physicians 
in any community would be rendering service and re- 
ceiving compensation under the plan, and every effort will 
be made to give patients their choice of physicians, and to 
give physicians the opportunity to accept as patients under 
this plan subscribers who have been their patients. If 
any body of physicians is inclined to disagree on this 
point, we should welcome their indicating wherein we 
are wrong and how the public can be given this service 
more conservatively. In this connection we have enter- 
tained the apprehensions expressed by Dr. Fitz in his 
letter published in the January 11 issue of the Journal, 
and we heartily approve his recommendation. 

Finally, those of us who are attempting to render a 
public service are concerned with the freedom permitted 
individual physicians in determining whether they wish 
or do not wish to co-operate in making available to the 
public such a voluntary plan of budgeting medical costs. 
As can be plainly seen, the freedom accorded physicians 
in this matter is not the concern only of a medical pro- 
fession organized on and believing in democratic prin- 
ciples, but also of the public. 

I trust that such differences in viewpoint and opinion 
as may arise in the course of providing this service may 
be discussed fully and adequately by all whose interests 
are involved, so that the action finally taken at each stage 
in our progress will help solve, not add to, the problems 
before us. 

Francis H. Russet, President, 
Health Service, Incorporated. 


18 Tremont Street, 
Boston. 


REPORTS OF MEETINGS 


GREATER BOSTON MEDICAL SOCIETY 


At a regular meeting of the Greater Boston Medical 
Society at the Beth Israel Hospital on November 7, 1939, 
Dr. Max Ritvo introduced the speaker, Dr. Morris Fish- 
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bein, editor of the Journal of the American Medical Asso- 
ciation. Dr. Ritvo gave a brief biography of Dr. Fishbein, 
from his birth in Missouri in 1889, through his education 
at Rush Medical School from 1910 to 1912, his position as 
assistant editor of the Journal of the American Medical 
Association from 1913 to 1924, and his tenure as editor 
from the latter date to the present. He also indicated 
the tremendous amount of work entailed in the life of a 
man who not only has positions on two medical school 
faculties, but also has published fifteen books and con 
ducts a daily health column appearing in two hundred 
newspapers. 

The title of the evening’s talk was “The Medical Pro- 
fession and the American Government.” The speaker main- 
tained that such a subject would not now be under dis- 
cussion had either party concerned itself with the other in 
1918. That was not the first agitation for so-called social 
medicine, however, for the House of Delegates of the 
American Medical Association had recommended as early 
as 1876 the carrying out of the proposal of Dr. Bowditch, 
of Boston, for a national health council and national sec- 
retary of health. Dr. Fishbein, in reminding his audience 
that such a plan had not as yet been realized, stated that 
such a condition would persist until the medical profession 
made an agitation such as that now being carried out 
by the government. 

In 1913-14, the first modern enthusiasm for compulsory 
sickness insurance followed the enactment of such a law 
in Great Britain through the efforts of Lloyd George. 
Since that time a small group of people, who have since 
worked “persistently, relentlessly and ruthlessly,” have tried 
to develop federal legislation for medical care. Their as- 
sociations at that time were with philanthropic organiza- 
tions, but they are now found on essentially all govern- 
mental welfare and health committees. 

In 1932 the Committee on the Costs of Medical Care 
suggested a program which would find the entire medical 
profession reorganized around the hospitals, with em- 
ployed doctors as specialists and the local physicians as 
“feeders.” The patients were to be organized voluntarily, 
and there was to be a non-medical administrative agency 
in each state to carry out the distribution of doctors, or- 
ganization of patients and so forth. Dr. Fishbein at that 
time condemned the proposal as revolutionary rather than 
evolutionary and compatible with socialism if not com- 
munism. 

The proposed enactment of the Social Security Law in 
1933 led to the appointment of a technical advisory com- 
mittee for medicine, headed by the ubiquitous non-medical 
economists aforementioned. The American Medical Asso- 
ciation became aroused when compulsory sickness insur- 
ance was tentatively suggested. The subsequent conclave 
of the House of Delegates led to President Roosevelt's 
summoning twelve doctors, headed by the late Harvey 
Cushing, to a conference. Dr. Fishbein was particularly 
hearty in his praise of Dr. Cushing’s endeavors, which so 
resulted that compulsory sickness insurance was deleted 
from the bill. There was, however, $10,000,000 appro- 
_priated for use by the United States Public Health Service 
and the Department of Child and Maternal Welfare. Dr. 
Fishbein stated that some states have an increasing residue 
of this jointly raised money because of the lack of ade- 
quately trained men and projects on which to spend this 
appropriation. A similar condition obtaining in the fields 
of genitoinfectious diseases, cancer and poliomyelitis led 
the speaker to suggest that, at present, money is far from 
the sole answer to existing medical ills. 

As to the practicality of assessing each worker 4 per 
cent of his salary for sickness insurance, Dr. Fishbein 
pointed out that an additional 300,000 government em- 
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ployees would be necessary to carry out the clerical work 
alone. And to show that'the present Social Security sys- 
tem of collection and distribution is still experimental, 
it was stated that there. are now 12,000,000 “John Doe” 
cards in Washington, that is, cards whose owners are 
unknown to the government. 

More recently 4000 WPA workers were employed in a 
national health survey which resulted in the National 
Health Program. In order ostensibly to draw up the 
provisions of this program, the National Health Confer- 
ence was called. Dr. Fishbein stated that a reliable high 
official admitted after the meeting that the conterence was 
“stacked against the medical profession.” Eighty per 
cent of the delegates were known to be in favor while, 
Dr. Fishbein claimed, fully 95 per cent of even the audi- 
ence were selected for their known propensities. The 
speaker alleged that Mr. Harry Hopkins had the complete 
program in hand eight months before the conference 
but that no physician saw its provisions before the second 
day of the conclave. Naturally, the program remained 
intact but without the necessary legislative backing as 
yet. In presenting the proposal to the Senate, President 
Roosevelt “wisely” suggested careful study of its provi- 
sions and refrained from recommending its enactment. 

The prospective emergency led to another special meet- 
ing of the House of Delegates of the American Medical 
Association. This was dominated, according to Dr. Fish- 
bein, by a group of public-health officers who were de- 
sirous of procuring control of the care of the indigent 
and medically indigent. 

Attempts by many medical committees to modify the 
National Health Program failed, even though they 
financed their own expenditures to Washington. The 
proponents of the program, however, were not content to 
allow the proposals to simmer in a committee and sought 
the aid of Senator, Wagner, of New York, who is right 
fully proud of his record in social legislation. He, to- 
gether with the ever-present non-medical opportunists and 
some newly recruited medical colleagues, collaborated on 
the Wagner Health Bill. 

In regard to the opposition by the American Medical 
Association of certain group-health organizations, the 
speaker stated that there were only a few of four hundred 
such groups condemned. The reasons for such action 
lay in their attempts to bid for patients, their undercutting 
of fees and their promise to provide more than they could 
possibly give. It was this last criticism which was par- 
ticularly stressed, since so few lay people are cognizant of 
what constitute necessary and adequate procedures. 

As to the immediate future, Dr. Fishbein stated that 
either a modified Wagner Bill or an entirely new plan of 
similar nature would be an administration measure in the 
next campaign, regardless of the victorious party. And 
during the respite given the American Medical Associa- 
tion by the Supreme Court’s denial for a governmental 
appeal, Dr. Fishbein promised that the Association would 
offer suggestions for the appropriation of federal money 
for those communities where there was actual need. For 
there are many localities in what the speaker called “the 
foremost country in medical service” where no aid is nec- 
essary under present conditions. It was offered as evi- 
dence of the good faith of the profession that it annually 
contributes $365,000,000 for medical service, compared 
with a total expenditure by the government, with the 
exception of the Army and Navy, of $120,000,000. Dr. 
Fishbein did not deny the necessity of some improve- 
ments despite this generally adequate medical service, 
but claimed that an emergency did not exist and that the 
profession itself was entirely capable of solving its own 
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problem. One third of the nation is not, alleged the 
speaker, without medical care. For, although over 40 per 
cent of the populace have an income of less than $1500 
per annum, 48 per cent of the population lives in rural 
areas and needs neither the same income nor as much for 
medical care as does its urban counterpart. 

In conclusion, Dr. Fishbein maintained that the Amer- 
ican Medical Association does not oppose the distribution 
of the cost of medical care so long as the integrity of the 
individual is maintained. He mentioned that trite but 
appropriate quotation: “He who barters liberty for se- 
curity is likely to lose both.” 





HARVARD MEDICAL SOCIETY 


A regular meeting of the Harvard Medical Society, 
with Dr. Soma Weiss presiding, was held on Novem- 
ber 14, 1939, at the Peter Bent Brigham Hospital. 

The first case presented was that of a fifteen-year-old 
girl who entered the hospital acutely ill, with delirium, 
a temperature of 104°F., and a painful, swollen knee. 
Diagnoses of pyogenic arthritis, osteomyelitis and septi- 
cemia were made. Dr. William T. Green, in discussing 
the case, emphasized the importance of the care of the 
patient rather than an active surgical attack on the local 
disease in the early stages of a suspected osteomyelitis. 
Thus, the patient was treated with parenteral fluids, 
transfusions, sulfapyridine, immobilization of the affected 
limb and marsupialization of the suppurative knee joint. 
Early drainage and guarded motion of the joint were 
considered permissible whereas surgical intervention for 
the osteomyelitis in the contiguous femur was postponed 
until the patient’s condition would warrant it. Dr. 
Green said that from the x-ray appearance of the bone 
lesion the joint infection was probably secondary to that 
focus. It was stated that the only way in which early 
drainage of osteomyelitis prevented subsequent complica- 
tions was by its high mortality. In summarizing the 
treatment of staphylococcal septicemia, Dr. Green stated 
that multiple small transfusions and sulfapyridine offered 
the most promising results at present. 

Dr. Chester S. Keefer was of the opinion that sulfapy- 
ridine was far superior to sulfanilamide in such cases. He 
mentioned the limited experience of Spink who had eight 
cures in 12 proved cases of staphylococcal septicemia, as 
compared with the usual mortality of 80 to 85 per cent. 
In discussing the primary focus for the suppurative arthri- 
tis, Dr. Keefer stated that any staphylococcal joint infec- 
tion without evidence of an external wound was inva- 
riably secondary to a contiguous osteomyelitis which had 
perforated the capsule. 

The second case was that of a sixty-seven-year-old man 
who had entered the Peter Bent Brigham Hospital seven 
weeks before with a swinging temperature, night sweats, 
anorexia, weight loss and an exacerbation of his heart 
disease. In 1937 he had had a sudden attack of pul- 
monary edema and other signs of decompensated heart 
disease after eleven years of hypertension, and a loud sys- 
tolic murmur was heard for the first time. There was 
no history of rheumatic fever or congenital heart disease. 
In the intervening two years there had been intermittent 
attacks of decompensation, successfully treated with digi- 
talis, diuretics, barbiturates and paracentesis. The urine 
showed an increasing number of red blood cells, there 
were skin petechiae, and blood cultures showed profuse 
growth of Streptococcus viridans. Treatment consisted 
of sulfapyridine, which caused a marked temporary re- 
mission, and was then replaced by sulfanilamide, with an 
equally good temporary effect. Continuous intravenous 
heparin was employed until financial reasons caused its 
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discontinuance. Resumption of sulfanilamide following a 
respite caused an exacerbation rather than improvement. 

Dr. Samuel A. Levine discussed the unusual case, which 
presented the unique features of an onset of subacute bac- 
terial endocarditis during known congestive heart fail- 
ure and of no predisposing cause such as rheumatic or 
congenital valvular disease. He did not believe that the 
therapeutic regimen carried out offered much promise. 

The speaker of the evening was Dr. Chester S. Keefer 
whose subject was “Hemolytic Streptococcus Infections: 
Their importance in acute and chronic diseases.” This 
was a résumé of some observations made by the speaker 
and his collaborators at the Thorndike Memorial Labora- 
tory during the past six years. The toxic as well as inva- 
sive properties of Streptococcus hemolyticus were dis- 
cussed, together with its propensity for acute or chronic 
suppurative complications following a latent period. Dr. 
Keefer briefly mentioned the nine recently determined 
serological groups, with only Group A being significant 
for man clinically. The differentiation of at least 25 spe- 
cific types within Group A has been accomplished by sero- 
logical tests. Of 1150 strains of hemolytic streptococci 
studied at the Boston City Hospital from all available 
cases, 95 per cent fell in Group A, while only about 2 
per cent belonged to each of Groups B and C. The 
Group B stains were usually found in cases of puerperal 
sepsis and those of Group C in wound sepsis, particularly 
in patients with diabetes. Last year at the Boston City 
Hospital, 75 per cent of the scarlet fever streptoccoci were 
typable and showed a predominance of Types 13, 15, 16 
and 17. 


Dr. Keefer then went on to discuss the various phases 
of streptococcal infections, their clinical manifestations 
and prognosis. The arbitrary divisions were: a toxic 
phase, represented by the eruption of scarlet fever; a septic 
phase, such as a lymphangitis and cellulitis; a latent 
phase of ten days to six weeks, without symptoms; a 
phase of late nonsuppurative manifestations; and finally 
overwhelming septicemia. The reason for the localization 
in certain cases was attributed to a bacterium which was 
noninvasive or of low virulence or to an increased re- 
sistance of the host as the result of specific antibodies. The 
importance of the local “inflammatory fixation,” even in 
the presence of circulating antibodies, was stressed. 


The complex mechanism of recovery was examined, and 
its puzzling contradictions discussed. In most cases with 
a favorable outcome, a co-operative activity of both local 
resistance and specific antibodies could be demonstrated. 
Some patients, however, were known to recover without 
demonstrable antibacterial antibodies although they might 
have circulating antitoxin against the streptococcal prod- 
ucts. Furthermore, the antibody titer was usually ele- 
vated for from one to six months after recovery even in 
those cases with exacerbations. Generally, however, an 
increase in demonstrable antibodies was shown to favor 
recovery. 


Dr. Keefer’s next consideration was the stage of septi- 
cemia, in which the use of chemotherapy had markedly 
reduced the mortality from its former value of 75 per 
cent. Three peaks of incidence were described, that of 
the first decade resulting from nose and throat foci, that 
in the third and fourth decades being attributable largely 
to puerperal sepsis and that of later life complicating cellu- 
litis. The course was variable; there were cases of fulmi- 
nating sepsis with death in three to five days and with no 
demonstrable antibodies; there were patients who steri- 
lized their blood stream and never developed metastatic 
lesions; a third group had temporary clearing of the blood 
with later metastases, where the eventual outcome de- 
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pended on whether these secondary foci could be drained 
adequately; and finally there was the group who develop 
secondary bacteremia and die in two to three weeks. Em- 
phasis was laid on the fact that focalized infection indi- 
cates the presence of adequate antibodies. 

Discussion of the controversial mechanism of the late 
nonsuppurative manifestations of hemolytic streptococcus 
infections consumed much time and attention. The 
hypothesis of Pirquet and Schick that the reaction results 
from <ny antigen-antibody reaction must explain away 
the presence of this situation in all convalescent patients. 
Dr. Keefer suggested that those who fail to demonstrate 
these complications destroy their antigen before sufficient 
antibody titer is built up. Although such a mechanism 
might explain the latent period, it failed to elucidate the 
reason for the characteristic distribution of the lesions. 
Drs. Keefer and Mallory attempted to evaluate the pres- 
ence of reactions in the tissues. It was found that those 
who succumbed early showed numerous bacteria in the 
interstitial tissues of the various organs and no reaction 
about them. In those dying on the sixth to the tenth day, 
however, bacteria were absent from the tissues, and a 
leukocytic reaction was present in areas corresponding to 
those previously invaded by streptococci. It was concluded 
that antigen was early disseminated throughout the tis- 
sues and fixed, while the later accumulation of antibodies 
caused a progressive tissue reaction. it was believed that 
this latter phenomenon was probably the same in the sur- 
vivors. 

Dr. James P. O’Hare opened the discussion by asking 
if such a theory was not in accord with Councilman’s 
“acute interstitial nephritis.” Dr. Keefer said that the 
lesions were identical with those described and pictured 
by Councilman. He did not agree, however, that acute 
interstitial nephritis never causes renal insufficiency. 

Dr. Levine asked whether the late nonsuppurative 
manifestations were possible where no antibodies were 
demonstrated after a few days. Dr. Keefer agreed that 
Coburn’s work seemed to indicate that a sharp antibody 
response was more prone to lead to recrudescences and 
said that the same had been found true by his co-workers. 

Dr. Champ Lyons reported that specific antibodies were 
much more infrequently demonstrated in surgical strepto- 
coccal infections and that local inflammatory fixation 
probably plays a far more important role in such in- 
stances. Dr. Keefer agreed that there was a wide quantita- 
tive variance between the extreme medical and surgical 
cases, but emphasized the pressing need, therefore, for 
great caution in maintaining an intact local barrier in 
the necessary surgical treatment of such cases. 





NOTICES 
LECTURES AT THE FAULKNER HOSPITAL 


A series of illustrated, public, health lectures at the 
Faulkner Hospital will be held in the hospital auditorium 
at 4:00 p.m. on Sundays. The schedule is as follows: 


January 28 — Diseases of the Rectum. Dr. Franklin 
G. Balch, Jr. 

February 4— Heart Disease. Dr. Burton E. Hamilton. 

February 11—Cancer of the Stomach. Dr. Marshall 
K. Bartlett. 

February 18 — Hay Fever and Asthma. Dr. Walter S. 


Burrage. 

February 25— Surgery of the Blood. Dr. E. Everett 
O'Neil. 

March 3— Surgical Diseases of Bone. Dr. John D. 
Adams. 
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March 10— New Drugs for the Treatment of Infec. 
tious Diseases. Dr. W. Richard Ohler. 

March 17— Doctor, Will My Baby Be Normal? Dr, 
Charles P. Sheldon. 


March 31 — Eczema in Babies. Dr. Lewis W. Hill. 





PETER BENT BRIGHAM HOSPITAL 


A joint medical and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, January 31, 
from 2 to 4 p.m. Drs. Soma Weiss and Elliott C. Cutler 
will speak on “Obesity.” A clinicopathological confer- 
ence conducted by Dr. Elliott C. Cutler will take place 
from 4 to 5 p.m. 

On Thursday, February 1, from 8:30 to 9:30 a.m. there 
will be at the Children’s Hospital, a combined clinic, con- 
ducted by Dr. Frank R. Ober, of the medical, surgical, 
orthopedic, and pediatric services of the Children’s Hos- 
pital and the Peter Bent Brigham Hospital. 

Physicians and students are cordially invited to attend. 





FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


The monthly clinicopathological conference of the 
Faulkner Hospital will be held on Thursday, February 1, 
at 5:00 p.m. There will be a discussion of cases by Drs. 
Thomas J. Anglem and Howard B. Jackson. 

Interested members of the medical profession are in- 
vited to attend. 





GREATER BOSTON MEDICAL SOCIETY 


A meeting of the Greater Boston Medical Society will 
be held in the auditorium of the Beth Israel Hospital on 
Tuesday evening, February 6, at 8:15. 

Clinical papers will be presented by members of the 
staff of the New England Medical Center: Dr. Ethan A. 
Brown, Dr. Herbert I. Harris, Dr. Samuel Proger, Dr. 
William M. Shedden and Dr. S. J. Thannhauser. 


Max Ritvo, M.D., President, 
Daviv B. Stearns, M.D., Secretary. 





NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The monthly clinical conference and meeting of the 
staff of the New England Hospital for Women and 
Children will be held at the hospital on Thursday, Feb- 
ruary 1, at 7:15 p.m. 





NEW ENGLAND PEDIATRIC SOCIETY 


The next meeting of the New England Pediatric Society 
will take place on Wednesday, February 7. The clinical 
meeting will be held in the amphitheater of the Chil- 
dren’s Hospital, and all the other events at Longwood 
Towers, Brookline. 





WACHUSETT MEDICAL 
IMPROVEMENT SOCIETY 

There will be a dinner and meeting of the Wachusett 
Medical Improvement Society at the Bancroft Hotel in 
Worcester on Wednesday, February 7, at 6:30 p.m. Dr. 
Edward J. O’Brien, Jr., of Boston, will speak on “Surgical 
Treatment of Prostatic Obstruction.” Dinner will be 
$1.25 per plate. 

Members of the profession are cordially invited to at- 
tend. 


Leroy E. Mayo, M.D., Secretary. 
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PROGRAM 


4:00 Clinical meeting. 
5:30 “Refreshments.” 
7:00 Dinner. 
8:00 Business meeting. 
Symposium: Treatment of Meningitis. 
Treatment of Epidemic and Streptococcal 
Meningitis. Dr. Josephine B. Neal, New 
York City. 
Treatment of Pneumococcal Meningitis. Dr. 
Maxwell Finland. 
Treatment of Influenzal Meningitis. Dr. 
LeRoy Fothergill. 
Discussion. Dr. Kenneth D. Blackfan. 
Physicians are cordially invited to attend the clinical 
meeting and the symposium. 
R. Cannon Etsy, M.D., President, 
James M. Baty, M.D., Secretary. 





CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC Date OrtHopPEpDIC CoNSULTANT 
Lowell February 2 Albert H. Brewster 
Salem February 5 Harold C. Bean 
Haverhill February 7 William T. Green 
Brockton February 8 George W. Van Gorder 
Gardner February 13 Mark H. Rogers 
Worcester February 16 John W. O’Meara 
Pittsfield February 19 Francis A. Slowick 


Northampton February 21 Garry deN. Hough, Jr. 
Fall River | February 26 Eugene A. McCarthy 
Hyannis February 27 Paul L. Norton 





UNITED STATES MARINE HOSPITAL 
The staff meeting of the United States Marine Hospi- 
tal, Chelsea, will be held at “The Hut,” on Friday after- 
noon, February 2, at 4:00. Dr. J. Dellinger Barney will 
talk, his subject being “More Progress in the Manage- 
ment of Urinary Calculi.” 
Joun W. Trask, Medical Director in Charge. 





SOCIETY MEETINGS AND CONFERENCES 
CALENDAR oF Boston District FOR THE WEEK BEGINNING 
Sunpay, JanuARY 28 


Sunpay, JANUARY 28 
4 p.m. Care of the Complexion. Dr. Perry C. Baird, Jr. Free public 
lecture. Harvard Medical School, amphitheater of Building D. 
4 p.m. Diseases of the Kectum. Dr. Franklin G. Balch, Jr. Illus- 
trated, public, health lecture. Faulkner Hospital auditorium. 
Monpay, January 29 
*12:15-1:15 p.m. Clinicopathological conference. Dr. S. Burt Wolbach, 
Peter Bent Brigham Hospital amphitheater. 
*8:15 p.m. New England Heart Association. Beth Israel Hospital. 
Tvuespay, January 30 
*0-10 a.m. Aneurysm and Rupture of the Ventricle of the Heart. 
Dr. M. N. Fulton. Joseph H. Pratt Diagnostic Hospital. 
*10 a.m.—12:30 p.m. Boston Dispensary tumor clinic. 
*12:15-1:15 p.m. X-ray conference. Dr. Merrill C. Sosman. Peter 
Bent Brigham Hospital amphitheater. 
5 p.m. Hospital Research Council. Massachusetts General Hospital, 
Ether Dome. 
Weponespay, January 31 
*12 m. Clinicopathological conference. Children’s Hospital amphi- 
theater. 
*2-4 p.m. Joint medical and surgical clinic. Peter Bent Brigham 
Hospital. 
TuHurspay, Fesruary 1 
*8:30-9:30 a.m. Combired clinic of the medical, surgical, ortho- 
pedic and pediatric services of the Children’s Hospital and the 
Peter Bent Brigham Hospital, at the Children’s Hospital. 
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*5 p.m. Clinicopathological Conference, Faulkner Hospital. 
7:15 p.m. Monthly clinical conference and meeting of staff. New 
England Hospital for Women and Children. 
Fripay, Fesruary 2 
*10 a.m.—12:30 p.m. Boston Dispensary tumor clinic. 


*12 m. Urological confererce at the Massachusetts General Hospital, 
lower amphitheater, Out-Patient Department. 


*12 m. Clinical meeting of the Children’s Medical Service, Massachu- 
setts General Hospital. Ether Dome. 
Sarurpay, Fesruary 3 


*10 a.m.—-12 m. Medical staff rounds of the Peter Bent Brigham Hos- 
pital. Conducted by Dr. Soma Weiss. 





*Open to the medical profession. 


January 26— Arlington and Belmont medical clubs. Page 122, issue of 
January 18. 


January 27 — Massachusetts Public Health Association. Page 122, issue 
of January 18. 


January 28 — Free public lecture. Harvard Medical School. Page 1042, 
issue of December 28. 


January 28 — Salem Hospital public lecture. Page 1042, issue of De- 
cember 28. 


January 28 — Free public lecture. Quincy City Hospital. Page 77, issue 
of January 11. 


January 28—-Marcn 31 — Illustrated, public, health lectures. Faulkner 
Hospital. Page 164. 


January 29 — New England Heart Association. Page 122, issue of Janu- 
ary 18. 


January 30 — Massachusetts General Hospital. Page 122, issue of Janu- 
ary 18 


January 31 — Joint medical and surgical clinic. Peter Bent Brigham 
Hospital. Page 164. 


Fesruary 1— Combined clinic of the medical, surgical, orthopedic and 
pediatric services of the Children’s Hospital and the Peter Bent Brigham 
Hospital. Page 164. 


Fesruary 1 — Monthly clinical conference and meeting of staff. New 
England Hospital for Women and Children. Page 164 


Fesruary | — Clinicopathological conference. Faulkner Hospital. Page 
64. 


Fesruary 2 — Staff meeting. United States Marine Hospital. Notice 
above. 


Fesruary 5— Cancer of the Stomach. Dr. George Pack. Joseph H. Pratt 
Diagnostic Hospital. Page 122, issue of January 18. 


Fesruary 6 — Greater Boston Medical Society. Page 164. 
Fesruary 7 — New England Pediatric Society. Page 164. 
Fesruary 7 — Wachusett Medical Improvement Society. Page 164. 


Fesruary 8 — Tumors of the Bone. Dr. Bradley Coley. Joseph H. Pratt 
Diagnostic Hospital. Page 122, issue of January 18. 


Fesruary 8 — Pentucket Association of Physicians. 8:30 p.m., Hotel 
Bartlett, Haverhill. 


Fesruary 11-14 — International College of Surgeons. Page 759, issue 
of November 9. 


Fesruary 22—24— American Orthopsychiatric Association. Page 957, 
issue of December 14. 


Marcu 2, Juve 8 and 10 — American Board of Ophthalmology. Page 719, 
issue of November 2. 


Marcnh 7—9— The New England Hospital Association. Hotel Statler, 
Boston. 


Aprit 24-26 — Scientific Session. Academy of Physical Medicine. Hotel 
John Marshall, Richmond, Virginia. 


May 10-18 — American Scientific Congress. Page 1043, issue of Decem- 
ber 28. 


May 14 — Pharmacopoeial Convention. Page 894, issue of May 25. 


June 7-9 — American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15 


District MEpIcaL SocieTIEs 


ESSEX SOUTH 


Fesruary 14 — Cough, Sputum, Hemoptysis — How shall they be investi- 
gated? Dr. Reeve H. Betts. Essex Sanatorium, Middleton. 


Marcu 6— Experimental and Clinical Considerations of Sulfanilamide 
Treatment of Hemolytic Streptococcus Infections. Dr. Champ Lyons. Lynn 
Hospital, Lynn. 

Aprit 3 — Addison Gilbert Hospital, Gloucester. 

May 8— Annual meeting. Salem Country Club, Peabody. 


HAMPSHIRE 

Marcu 13. 

May 8. 

Meetings are held at 11:30 a.m. at the Cooley Dickinson Hospital, 
Northampton. 
MIDDLESEX EAST 

Marcu 20. 

May 15. 

Meetings are held at 12:15 p.m. at the Unicorn Country Club, Stoncham. 
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MIDDLESEX NORTH 
January 31. 
Aprit 24. 
Jury 31. 
Ocroser 30. 


NORPOLK 
Janvarny 30 — Page 77, issue of | 


NORFOLK SOUTH 

Fesavary |. 

Marcn 7. 

Aprit 4. 

May 2. 

All meetings, with the exception of one which is usually held at the 
Quincy City Hospital, are held at the Norfolk County Hospital in South 
Braintree, at 12 o'clock noon. 


PLYMOUTH 
Marcu 21 — Goddard Hospital, Brockton. 
Arait 18 — State Farm. 
May 16 — Lakeville Sanatorium, Lakeville. 


SUFFOLK 
January 31 — Scientific meeting. Page 122, 
Marcu 27 — Scientific meeting. Symposium on Ulcerative Colitis and 
Diarrheas. Under the direction of Dr. Chester M. Jones. 


Arait 24— Annual meeting in conjunction with the Boston Medical 
Library. Election of officers. Program and speakers to be announced later. 


issue of January 18. 


WORCESTER 
Fesavary 14 — Worcester State Hospital 
Marcn 13 — Worcester Memorial Hospital 
Aprit 10 — Worcester Hahnemann Hospital 
May 8 — Worcester Country Club. 


Each meeting begins with a dinner at 6:30 p.m 
business and scientific meeting. 


and is followed by a 





BOOKS RECEIVED FOR REVIEW 


Nomenclature and Criteria for Diagnosis of Diseases of 
the Heart. The Criteria Committee of the New York 


Heart Association. Fourth edition. 282 pp. New York: 
New York Heart Association, 1939. $2.00. 


Précis de médecine des enfants. P. Nobécourt. Sixth 
edition. 1303 pp. Paris: Masson et Cie, 1939, 175 Fr. fr. 

Jewish Contributions to Medicine in America: From 
colomal times to the present. Solomon R. Kagan. Sec- 
ond edition. 792 pp. Boston: Boston Medical Publish- 
ing Company, 1939. $3.50. 

Vitamin D: Chemistry, physiology, pharmacology, path- 
ology, experimental and clinical investigations. C. 1. Reed, 
H. C. Struck and I. E. Steck. 389 pp. Chicago: Univer- 
sity of Chicago Press, 1939. $4.50. 

Ptoses gastriques et coliques: doctrine — clinique théra- 
Paris: 


peutiques. M. Chiray and P. Chéne. 270 pp. 
Masson et Cie, 1939. 75 Fr. fr. 

Mineral Metabolism. Alfred T. Shohl. 384 pp. New 
York: Reinhold Publishing Corp., 1939. $5.00. 


The Employment of Fine Silk in Preference to Catgut: 
The advantages of transfixing tissues and vessels in con- 
trolling haemorrhage. William S. Halsted. 34 pp. Bos- 
ton: Welch Bibliophilic Society, 1939. $3.00. 

Handbook of Skin Diseases. Leon H. Warren. 321 pp. 
New York and London: Paul B. Hoeber, Inc., 1940. 
$3.50. 

Accepted Foods and Their Nutritional Significance. 
Council on Foods of the American Medical Association. 
492 pp. Chicago: American Medical Association, 1939. 
$2.00. 

A Symposium on the Blood and Blood-Forming Or- 
gans. By fifteen authors, 264 pp. Madison, Wiscon- 
sin: University of Wisconsin Press, 1939. $3.50. 

Ways to Community Health Education. Ira V. His- 
cock et al. 306 pp. New York: The Commonwealth 
Fund, 1939. $3.00. 
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Poliomyelitis in the City of Melbourne, 1937-8. Hilda 
W. Bull. 56 pp. Melbourne: Health Committee of the 
Melbourne City Council, 1939. Complimentary. 





BOOK REVIEWS 


Cardiovascular Diseases: Their diagnosis and treatment, 
David Scherf and Linn J. Boyd. 458 pp. St. Louis: 
tae <. Vi Mosby Co., 1939. $6.25. 


For the physician looking for a practical course in heart 
disease this book is as good as a trip to Vienna before 
the Anschluss. Indeed, much of the material might have 
been prepared from the lecture notes of the senior author, 
a distinguished Viennese cardiologist and teacher, now 
an emigré. 

As thoroughly practical in its outlook as a_ bedside 
clinic, attention is constantly focused on the problem of 
the sick patient without the meticulous regard for classifi- 
cation so dear to the hearts of most textbook writers, 
The didactic method of presentation with no references 
makes for easy reading, although detracting from its value 
to the advanced student. It is rich with keen clinical ob- 
servations and flavored with countless interesting thera- 
peutic suggestions — not all of which will suit the fancy 
of Americans, who, ever since the days of Osler, have 
been skeptical about the effectiveness of drugs. Doubt. 
less many a reader’s eyebrow will rise at the recommen- 
dation of leeches: to the thighs in coronary thrombosis 
for the prevention of venous thrombosis, locally for the 
treatment of thrombophlebitis and over the liver in acute 
hepatic engorgement. 

The almost complete lack of illustrations is a pity, but 
the omission of electrocardiography from a book intended 
for practicing physicians is highly commendable. The 
authors state in their preface: “Experience has shown that 
abbreviated discussions of electrocardiography serve main- 
ly to confuse rather than aid the general reader.” The 
book is of particular importance because in its approach 
to the subject it marks a distinct break from the Britis! 
school, in which most of our native cardiologists hav 
been nurtured. 


Getting Ready to be a Father. Wazel Corbin. 48 pp. 


New York: The Macmillan Co., 1939. $1.25. 


As its ttle intimates, this little book aims to instruct the 
prospective father as to his part in getting ready for the 
baby’s arrival. To the man who does know something 
about it the approach will doubtless seem elementary. It 
really is, yet in many cases the most clementary instruc- 
tion is what is most needed. The book may help some to 
feel that they are not quite useless encumbrances at the 
time of the blessed event, and that is something. Although 
simple, that which is said is perfectly sound. 


Anna R. 
Philadel- 


Frederic T. Jung, 
637 pp. 


Anatomy and Physiology. 
Benjamin and Elizabeth C. Earle. 
phia: F. A. Davis Co., 1939. $3.50. 

This book may be recommended as a textbook for 
study by nurses. In the presentation of the subject mat- 
ter, the authors keep strictly to a middle course between 
brevity and fullness. Many four-color illustrations en- 
hance the usefulness of the book. The paper is of g 
quality, and the diagrams and figures are well repro- 
duced. A special feature of the text is the use of “cor- 
relative applications” at the end of the discussion of each 
topic. 











